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In iron-deficiency anemia 


The daily f f f dose of elemental iron in 
SIMRON deliV€?s as much hemoglobin response 
as this fy fa pe large amount in other iron 
salts. That, nen ause SIMRON contains Sacagen, 
a specijay agent which enhances iron absorption. 
But, singe h emogiobi™ response is the same, the 
real advantag ein sIMRON is this: far less iron 
ingested means far fewer side effects. SIMRON 
treated patients report no gastric upset, no 


black stools, no constipation, no diarrhea. 


Dosage is three capsules daily, between meals. 





Also Available: SIMRON PLUS—when added 


nutritional factors are indicated. ............ saeitedtetnesens ° 





cD 


THE WM.S.MERRELL COMPANY. Cincinnati, Ohio «- St.Thomas, Ontario 





















in dysfulh tional 
uterine bleeding — 






restores functional balance...arrests bleeding 


The consistency with which Enovid restores the endocrine 
deficit of hypofunctioning ovaries is seldom more evident 
than in its prompt, positive control of dysfunctional uterine 
bleeding. 

During adolescence, the menopause or whenever deficient 
or irregular elaboration of progesterone leads to menorrhagia 
or metrorrhagia the potent progestational activity of Enovid 
may be relied on to exert prompt and definite hemostatic 
action. Moreover, Enovid may be prescribed without the 
risk of inducing hirsutism or other virilizing effects. 

“Dysfunctional bleeding can, almost without exception, be 
controlled with hormonal therapy,” Southam! asserts and 
continues, “norethynodrel (Enovid) . . . will produce hemo- 
Stasis within 24 hours. ...” 
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Dosage and Supply: /n menorrhagia, 20 mg. daily for four or five 
days, reduced to 10 mg. through day 25. If the period is still 
menorrhagic, the same dosage schedule should be repeated; if 
normal, 10 mg. daily should be given from day 5 to day 25 
through two or three succeeding cycles. Jn metrorrhagia, 10 or 
20 mg. of Enovid daily until day 25 to control bleeding. The 
determined dosage should be continued daily from day 5 to day 
25 for two or three consecutive cycles and then withdrawn to 
determine whether the menstrual cycle has returned to normal. 
Enovid (brand of norethynodrel with ethynylestradiol 3-methyl 
ether) is supplied in uncoated, scored, coral-colored tablets of 
10 mg. each. 
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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


The Problem of Treatment in Obesity. ALVAN 
R. FEINSTEIN, M.D. In order to achieve weight 
reduction in a patient, the physician must give 
less attention to diets and drugs and more atten- 
tion to the patient himself. 


Bedside Cardiology: The Clinician’s Return. 
DAVID WAXMAN, M.D., E. GREY DIMOND, 
M.D. and ALBERTO BENCHIMOL, M.D. The clini- 
cal examination of the heart can yield consid- 
erable information if properly done. This 
article illustrates how accurate clinical data can 
be, when compared and correlated with a num- 
ber of physiologic measurements. 


Differentiation of Esophagitis from Other Chest 
Pain. LIONEL M. BERNSTEIN, M.D., ROBERT 
C. FRUIN, M.D. and RALPH PACINI, M.D. Non- 
specific esophagitis as the cause of chest pain is 
more common than generally recognized. The 
authors tell how the diagnosis can be made. 


Patient Selection for Renal Hypertension 
Work-up. CLARENCE V. HODGEs, M.D. Be- 
cause of the expense involved, careful selection 
of hypertensive patients for renal work-up is 
necessary. This article indicates the proper 
basis for selection. 


Treatment and Control of Diabetes Mellitus. 
HowarD F. Root, M.D. The diabetic patient 
under proper control can, in most instances, 
lead an active life, free from complications, and 
can anticipate a good life expectancy. 


A Surgical History of Hernia. MELVIN H. 
WorTH, JR., m.p. A history of hernia from the 
time of the Egyptian Pharaohs to the 20th 
century will be presented. This is the first article 
of a projected series on the study of hernia. 


The Practitioner and Meningitis in Childhood. 
JAMEs L. DENNIS, M.D. Dr. Dennis gives prac- 
tical pointers on reducing mortality by early 
diagnosis, rapid identification of the cause and 
the proper therapy. 



















his first cereal... 
like his first formula...needs your guidance 





mother looks to you 

Baby’s first cereal can be his introduction to adult eating—an experience 
which can help set good eating habits for the rest of his life. Mother 
looks to you for help in making the right diet choices for her infant. Your 
advice is as important as it was when you prescribed his first formula. 


meets baby's needs at this critical point 

PABLUM brand cereals are formulated especially to fill the infant's 
needs for important minerals—especially iron—and for proteins, vita- 
mins, carbohydrate, and calories. Available in five varieties—Rice, 
Mixed, Oatmeal, Barley, and High Protein—PABLUM cereals are 
highly useful in taste training. 


your assurance of nutritional excellence 

Mead Johnson applies the same rigorous controls to the manufacture 
of PABLUM cereals as it does to its other nutritional products and its 
pharmaceuticals. Your specification of PABLUM is assurance of sound 
nutrition in cereals for your patients’ first few years. 


Specified by physicians for nearly 30 years. 


Edward Dalton Co. 


A DIVISION OF 


MEAD JOHNSON & COMPANY 


Quality products from nutritional research 
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Publisher’s Memo 
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ABOUT A YEAR AGO, we locked horns with Mr. John 
Lear, science editor of the Saturday Review. Now, to 
prove that we’re objective (and not really nasty), we 
want to publicly commend Mr, Lear’s latest edi- 
torial effort. We’re with him—all the way. 

In a picture story entitled ‘‘Payola for Physicians,” 
Mr. Lear takes exception to the merchandising tactics 
of the Morton Pharmaceutical Company, a Tennes- 
see firm that has offered ‘‘free’’ sun lamps, air condi- 
tioners and ocean cruises to doctors who order its 
products. This, according to Mr. Lear, amounts to 
professional payola. We can only say Amen. 

The latest Morton deal involves a Westinghouse 
“sun lamp kit” which the doctor may have (for 
“free”’) simply by ordering three bottles of an 
estrogen product used to treat the symptoms of 
menopausal sequelae. The price: $14.94. This is not 
the first time that the Morton company has been 
scrutinized by GP. 

We spend most of our waking hours working with 
physicians and it seems incredible that many will be 
taken in by this “‘deal.’’ The very nature of the offer 
labels it as either a “‘gimmick” or a “‘come-on.”’ In 
our opinion, it doesn’t even qualify as a legitimate 
loss leader. There are many ways to introduce a 
product to a doctor but this approach, in our opin- 
ion, isn’t one of them. Samples are fine but we take a 
dim view of premium-type offers. 

We also object, quite strenuously, to the Morton 
mailing piece. Here, specifically, our viewpoint is 
shared by Mr. Lear. The two outside pages create the 
impression that it was spawned by Westinghouse. 
The name of the Morton company is not in evidence. 
Only after the doctor has opened it does he learn 
about the Morton estrogen deal. We would be sur- 
prised to learn that a firm with the fine reputation 
enjoyed by Westinghouse would knowingly go along 
with such shenanigans. Many doctors will be irritated 
and their wrath will be vented on all parties associated 
with this merchandising device. 

We would advise our readers to dig out their Janu- 
ary, 1960, copy of GP and read our editorial. In it we 
urged readers to be wary of premium-type deals. 

Mr. Lear has done a service to the public and the 
medical profession and deserves our sincerest 
congratulations. 

—M.F.C, 














- » 7 c ] y » a 7 a 
to curb anxiety without curbing precision skills 
. ° ° . . { 
Because effective antianxiety measures include: 
- retaining clarity of mind, sound judgment, precision skills 4 
% 
* retaining natural zest, sense of contact, interest in life 
- avoiding ataxia, drug-linked weight gain, destructive impulses 
‘avoiding jaundice, blood dyscrasias, extrapyramidal reactions 
Indicat For use iw the common anxiety-tension states, as well as. in ; 
virtually all conditions in which heightened tension ts a barrier to mental 4 
or somatic in j 
| | 3 
Dosage: The usual dosage in adults is one tablet three times daily, preferably 3 
just before meals somnia due to emotional tension, an additional tablet 
at bedtime usually affords sufficient relaxation to permit natural sleep E 
Supy /- Pink, coated. unmarked tablets, 200 me. bottles of LOO 
| SI \N, the physician she 1 cx 
p he p 0 lable o 


mO0 MERCK SHARP & DOHMI 
1 BD) AYA by LO )n ©) Say 0 oe 4 er ae tO Ba 
WEST.POINT, PA 


EMYLCAMATE 
ne 














EXECUTIVE DIRECTOR’S 


Newsletter 


APRIL, 1961 


SIGNIFICANT EVENTS 






| Sc ialist Party 
otes Progress 


No Action Yet 
In Kennedy Plan 


efauver Sounds 
Uminous Note 


> The Socialist party, which should be able to spot a 
socialized endeavor, proudly points out that the Kennedy 
health care plan is indeed "Socialistic." The party's only 
complaint is that the plan is not sufficiently socialistic. 
Nevertheless, it's viewed as a step in the right direction, 
leading to total socialism of the economy. 


The party has urged organized labor, already on record as 


warm to the Kennedy plan, to "work for political realign— 
ment, for cooperative medicine, for socialized medicine." 


A Socialist party pamphlet terms labor "the best organized 
and the most vocal of groups favoring socialized medicine." 
The pamphlet adds that "the bulk of the American people 
want socialized medicine and have wanted it for 30 years." 
The party will apparently work in their behalf by pushing 
socialized medicine "on a bit—by-bit basis," starting with 

the President's social security health care plan. 























> Meanwhile, President Kennedy has learned it's not easy to 
set the world on fire. The House Ways and Means Committee 
bounced the Forand bill last year, seems equally unenthusi- 
astic about the Kennedy health care plan. 

Like the Forand scheme, the Kennedy proposal (often called 


the King bill after Rep. Cecil King, a California Democrat) 
is based on a higher social security tax and it's become 
almost traditional to amend the act only during election 


years. This is concrete testimony to the political payola 
value of social security amendments. By acting now, Congress 
would only dilute its 1962 (election year) efforts. 














> In a letter requesting $450,000 to continue the activities 
of his Antitrust and Monopoly Subcommittee, Senator Kefauver 
disclosed that he plans to investigate "certain financial 
activities and interconnections of leading firms in the drug 
field." As pointed out here many months ago, the Senator 
has found an effective limelight device and the drug indus— 
try is still his whipping boy of choice. 

Believing that the industry learned a lesson last year, 
we predict that the Senator will not grab as many headlines. 
Last year, Kefauver turned an investigation into an inquisi- 
tion, paid more attention to publicity than facts. A repeat 
performance won't be easy to arrange. 


























Committee OK’s 
Wilbur J. Cohen 


Cutter Settles 
Five More Sutts 


New York MDs 
Join Union 


> The Senate Finance Committee has endorsed the President's 
nomination of Prof. Wilbur J. Cohen as an assistant secre- 
tary of Health, Education and Welfare. At one point, the 
Washington rumor factory hinted that Kennedy might withdraw 
the Cohen nomination, thus avoiding public mention of the 
nominee's alleged Communist—front affiliations. 

A concerted attempt to block Cohen did little more than 


amuse the predominantly—conservative committee, headed by 
Sen. Harry S. Byrd (D-Va.). Despite reports to the contrary, 


it's unrealistic to expect that the Senate will reverse the 
committee action. 

















>» Five Cutter Laboratories polio vaccine suits, totaling 
$1.2 million, have been settled out of court for $189,000 or 
16¢ on the dollar. The first six claimants asked for 
$765,000, received jury awards totaling $267,000. Still un- 
settled: 44 suits totaling $10 million. 

Product liability and implied warranties are matters of 
real concern to the pharmaceutical industry. No one will 
ever know how many of the 55 polio victims contracted the 
disease prior to the time they received the Cutter vaccine. 

















> More than 700 public health physicians in New York City 
have joined a collective bargaining agency certified by the 
city labor department. The doctors plan to seek salary 
increases and a pension plan. The union, the first of its 
kind in the country, claims to have the support of City 
Health Commissioner Leona Baumgartner. All of the members 
are salaried physicians. 

Dr. Robert M. Robbins, president of the union, points out 
that 900 of the city's 1,000 public health doctors are paid 
far less than MDs in private practice. The union, neither 
opposed nor endorsed by the AMA, is known as the Doctors' 
Association of the Department of Health. It is an independ- 
ent union not affiliated with the AFL-CIO or any other 
parent group. —M.F.C. 




















THE ACADEMY'S 1961 SCIENTIFIC ASSEMBLY STARTS APRIL 17 AT 
THE MIAMI BEACH AUDITORIUM AND CONVENTION HALL. MAKE YOUR 
HOTEL RESERVATIONS NOW BY MAILING THE FORM ON PAGE 223. 








Hypnosis as a medical technique in hospitals would 
be placed under strict state controls through a 
bill introduced in the New York legislature. It 
would allow only physicians and dentists to use 
hypnosis as a part of medical treatment. 


Drug manufacturers are 
working harder to pro- 
ject a good image of the 
industry. Many are 
sending their salesmen 
on speaking tours, and 
one company even put 
300 of 450 salesmen 
through a special speak- 
ing course. 








Many savings and loan associations have come up 
with a new gimmick for those in high tax brackets 
who want to defer taxes until retirement when 
income is lower. Under the plan, deposits of a 
specified sum are made each month, with 4 per 
cent interest credited periodically. A bonus 
interest is credited retroactively after funds re- 
main on deposit a certain period. No tax is paid 
on the interest (either regular or bonus) on the 
grounds that the depositor would forfeit the 
chance of further retroactive dividends if the 
money is withdrawn. 


With a $450,000 budget 
to look into antitrust 
matters, Senator Ke- 
fauver will soon reopen 
his investigation of drug 
companies. Further 
headline material: He 
will follow up on charges 
that (1) the market is 
flooded with worthless 
drugs and (2) the prices 
of many makes of hear- 
ing aids are too similar. 
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aa Quantum Sufficit 








A child health center, ordered by President Ken- 
nedy, will be organized immediately within the 
National Institutes of Health. It will coordinate 
and expand much of the child health research 
already underway at the institutes. 


A bill to allow a person to choose between social 
security and a private retirement program has 
been introduced by Rep. Thomas B. Curtis (R- 
Mo.). Under the proposed law, a person who pre- 
ferred a private retirement plan would not have 
to pay social security taxes; neither would his 
employer. The bill also would set standards for 
private plans. 


Illegible handwriting, 
which experts estimate 
costs business $70 mil- 
lion a year, is still 
plaguing hospitals. One 
major hospital reports 
that during a seven- 
month period, 178 med- 
ication incidents were 
largely due to illegible 
orders. At another, an 
extra telephone had to 
be installed in the drug 
dispensary so pharma- 
cists could call doctors 
for translations. 





The California Assembly has voted to remove the 
sales tax from prescription drugs—a proposal that 
would save purchasers an estimated $6,270,000 
a year. Recommended by the governor, the bill 
must still be passed by the state senate. 


The Senate Rules Committee recently approved a 
resolution that would set up a special nine- 
member Senate committee to investigate prob- 
lems of the aged. Recommended budget to 
finance the inquiry: $150,000. 
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@® Antirheumatic Analgesic 





PLANOLAR:’ 


for 
Rheumatoid 
Arthritis 









Planolar combines the cumulative 
antirheumatic and anti-inflammatory 
action of Plaquenil® with the prompt 
analgesic action of aspirin. 


ihe Each tablet contains: Plaquenil 60 mg. 
Aspirin 300 mg. (5 grains) 


ih Plaquenil “...the preferred antimalarial drug for 
. treatment of disorders of connective tissue...”’ 





Aspirin belongs to “...the most useful group of 
drugs for rheumatoid arthritis.”? 





DOSAGE: Adults, 2 tablets two or three REFERENCES: 
HT times daily. After two or three months of therapy, 1. Scherbel, A. L.; Schuchter, S. L., 
LABORATORIES the patient may no longer need the added benefit and Harrison, J. W.: Cleveland 
New York 18,N.¥. of aspirin. A maintenance regimen of Plaquenil Clin. Quart. 24:98, April, 1957. 
sulfate alone (from 200 to 400 mg. daily) may then 2. Waine, Hans: Arthritis, rheumatoid, 
be substituted. in Conn, H. F.: Current Therapy 1959, 
Philadelphia, W. B. Saunders Co., 
1959, p. 565. 


*Planolar, trademark 
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Quantum Sufficit 


In an antitrust suit filed in Federal District Court, 
Chicago, ten Negro physicians accused 56 non- 
public hospitals and five medical and hospital 
associations in the Chicago area of conspiring to 
keep Negroes off the hospital staffs since 1938. 
The physicians also charged that their patients 
were denied admission to the 56 hospitals because 
of rules at each one barring a patient unless his 
doctor was a member of the staff. 


A 25-year-old Briton 
could be partially re- 
sponsible for the in- 
crease in health service 
costs. He entertains 
himself by faking in- 
numerable diseases, has 
had at least 20 opera- 
tions in 15 years. The 
young man, currently 
residing at a psychiatric 
institution, admitted he 
enjoyed the hospitality 
of free hospitals. 





Making notes may be easier in the future. The 
Radio Corporation of America has obtained 
patents for a phonetic typewriter that takes 
dictation through a microphone, then turns it 
into type, syllable by syllable. Main drawback: 
The machine puts down just what it hears and 
though the output is clear enough in meaning, the 
spelling is not orthodox. 


The Food and Drug Administration has announced 
that it will permit continued marketing of chloro- 
mycetin, but under new, stricter labeling require- 
ments. A panel of scientists appointed by the 
National Research Council said it is a “valuable 
drug that should remain on the market,” but 
recommended a revision of the label to give added 
emphasis to the warnings against its use in minor 
infections. 
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Doctors now command 
the top price in the mar- 
riage brokerage busi- 
ness. To arrange a mar- 
riage with a physician, 
a New York City 
“broker” charges $500. 
A dentist brings only 
$250. 





The first collective bargaining organization of 
doctors in this country has been formed by the 
physicians and dentists of the New York City 
Department of Health. Salary increases, tenure 
and pension rights are among the objectives to be 
sought for more than 1,000 field people who work 
on a provisional basis with the department. 


The 50 million Englishmen who use the British 
National Health Service will have to pay an 
additional $172 million a year for their medi- 
cines, dentures, glasses and welfare foods, ac- 
cording to Enoch Powell, health minister. 


Pocket radio receivers 
have eliminated the 
need for hospital per- 
sonnel “‘on call” to stay 
close to a_ telephone. 
The “Voice Director,” 
a 10-0z. voice communi- 
cations receiver, can be 
placed on the front seat 
of a car, clipped to a 
belt or carried in a 
shoulder strap case. 





The net asset value per share of the mutual fund in 
the AAGP Group Retirement Plan was $5.73 at the 
close of the business day, March 21. 
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Why combining 
Serpasil’ with 
Esidrix improves 
control 

of high blood 
pressure 


ised with permission of the | 


Hypertension plus 
congestive failure 
oxo) alage)ii-vomaicn 
Serpasil-Esidrix 


Serpasil alone often relieves vasoconstriction and decreaseg 
arterial pressure in hypertensive patients. In many cases, how 
ever, excess fluid and sodium in the arteriolar environment 
can keep constricted blood vessels from dilating fully in re 
sponse to antihypertensive therapy. By depleting excess fluid 
and sodium, Esidrix makes the vasculature more sensitive td 
other antihypertensive agents, thus enabling blood vessels td 
dilate to near-normal limits. When Serpasil is combined wit 


atient 





Mr. H. V., a 61-year-old retired 
pharmacist, suffers from hyperten- 
sive arteriosclerotic heart disease. 
In 1957 he was hospitalized after a 
myocardial infarction. 


In addition to high blood pressure 
(range: 176/100 to 184/106 mm. 
Hg) the patient had associated 
congestive failure—with ankle 
edema and dyspnea. 
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1556 W. Magnolia, Ft. Worth, Tex.; Albert E. Ritt, m.p., 
1562 University Ave., St. Paul, Minn.; John Paul Lindsay, 
M.D., 5410 Harding Rd., Nashville, Tenn.; Paul S. Read, 
M.D., 2415 Fort Street, Omaha, Neb. 


Finance Committee: Albert E. Ritt, M.p., Chairman, 1562 
University Ave., St. Paul, Minn.; Howard J. Farmer, M.D., 
20 Main St., St. Johnsbury, Vt.; Cyrus W. Anderson, M.D., 
Republic Bldg., Denver, Colo. 


Publication Committee: Daniel M. Rogers, M.D., Chair- 
man, 2 Cherry St., Wenham, Mass.; Charles G. Bryant, 
M.D., 1169 Eastern Pkwy., Louisville, Ky.; John C. Ely, 
M.D., E. 10706 Sprague Ave., Opportunity, Wash.; Paul J. 
Seifert, Jr., M.D., 509 California, Libby, Mont.; Holland T. 
Jackson, M.D., Ft. Worth, Tex. (deceased 3/3/61); Albert 
E. Ritt, M.D., ex officio, 1562 University Ave., St. Paul, 
Minn.; Albert S. Dix, M.D., ex officio, 108 N. Catherine St., 
Mobile, Ala. 


Commission on Education: John Paul Lindsay, M.D., Chair- 
man, 5410 Harding Rd., Nashville, Tenn. 

Terms to Expire 1961: Cecil M. French, M.D., 339 W. 
Harris, San Angelo, Tex.; Thomas A. Keenan, M.D., 49 
West St., Rutland, Vt.; Horace W. Eshbach, m.p., 4450 
State Rd., Drexel Hill, Pa. 

Terms to Expire 1962: Roscius C. Doan, M.D., 1012 E. 
Central Ave., Miamisburg, Ohio; Joseph W. Crookshank, 
M.D., 210 S. Ryan St., Lake Charles, La.; J. Alison Cary, 
M.D., 60 W. Keystone Ave., Morgan Hill, Calif. 

Terms to Expire 1963: Francis L. Land, M.D., 4628 S. 
Calhoun, Ft. Wayne, Ind.; Leland S. Evans, M.D., 217 W. 
Court Ave., Las Cruces, N.M.; R. Varian Sloan, M.D., Aina 
Haina Shopping Center, Honolulu, Hawaii 


Academy Representatives on Residency Review Committee: 
William J. Shaw, M.D., Lee Hospital, Fayette, Mo. (term 
expires 1961); Francis L. Land, M.D., 4628 S. Calhoun, 
Ft. Wayne, Ind. (term expires 1962); Spencer York Bell, 
M.D., 1826 W. Clinch, Knoxville, Tenn. (term expires 1963) 


Commission on Hospitals: James M. Perkins, M.D., Chair- 
man, 227 16th St., Denver, Colo. 

Terms to Expire 1961: Richard R. Chamberlain, M.D., 30 
Lenox Pl., Maplewood, N.J.; Antonio J. Franzi, M.D., 3620 
Army St., San Francisco, Calif.; Leo M. Wachtel, Jr., M.D., 
2708 St. Johns Ave., Jacksonville, Fla. 
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Commissions 
and Committees 


(Italics denote new appointees.) 

Terms to Expire 1962: Jack M. Partain, M.D., 205 Camden, 
San Antonio, Tex.; Ralph E. Cross, M.D., 125 N.E. 8th St., 
Homestead, Fla.; Joseph S. Devitt, M.pD., 944 N. Jackson 
St., Milwaukee, Wis. 

Terms to Expire 1968: Stanley A. Boyd, M.D., Medical Den- 
tal Bldg., Portland, Ore.; Leath Deon Nelson, M.D., Washing- 
ton Terr., Ogden, Utah; Robert O. Quello, M.D., Marquette 
Bank Bldg., 7th and Marquette St., Minneapolis, Minn. 


Commission on Legislation and Public Policy: Paul S. 
Read, M.D., Chairman, 2415 Fort St., Omaha, Neb. 
Terms to Expire 1961: Thomas H. Blake, m.D., Box 466, 
St. Albans, W. Va.; Carlos E. Fuste, Jr., M.D., 907 Gordon, 
Alvin, Tex.; Malcolm H. Harris, M.D., Box 250, West 
Point, Va. 

Terms to Expire 1962: James A. Blake, M.D., 15 9th Ave., 
S., Hopkins, Minn.; Robert E. Heerens, M.D., 1335 Charles 
St., Rockford, Ill.; Dudley M. Cobb, Jr., m.p., 8015 S. 
Vermont Ave., Los Angeles, Calif. 

Terms to Expire 1963: Walier W. Sackett, Jr., M.D., 2500 
Coral Way, Miami, Fla.; John Wesley Rice, M.D., 421 Mc- 
Neal St., Jackson, Mich.; Jack Curry Redman, M.D., 114 
Oak St., N.E., Albuquerque, N.M. 


Commission on Membership and Credentials: Julius 
Michaelson, M.D., Chairman, Box 945, Foley, Ala. 

Terms to Expire 1961: Kenneth H. Beebe, m.D., 101 S. 
Division Ave., Sterling, Colo.; John C. Smith, M.D., 2227 
S. 52nd Ave., Cicero, Ill.; Edgar B. Morgan, M.D., 2708 
Frankfort Ave., Louisville, Ky. 

Terms to Expire 1962: Seymour Fiske, M.D., 150 E. 71st 
St., New York, N.Y.; W. Mercer Moncrief, M.D., 756 
Cypress St., N.E., Atlanta, Ga.; Joseph W. Telford, M.D., 
3255 4th Ave., San Diego, Calif. 

Terms to Expire 1963: Herb L. Huffington, M.D., 123 S. 2nd 
St., Waterville, Minn.; Clyde W. Miller, M.D., 182 N. 
Minnesota, Wichita, Kan.; Robert H. Tinker, M.D., 2250 
Lloyd Center, Portland, Ore. 


Committee on Scientific Assembly : Amos N. Johnson, M.D., 
Chairman, 1961 Assembly, Garland, N.C. (term expires 
1961) 

Bernard P. Harpole, M.D., Chairman, 1962 Assembly, 1920 
N.W. Johnson, Portland, Ore. 

George V. Launey, Jr., M.D., Chairman of Subcommittee on 
Scientific Exhibits, 9528 Webb Chapel Rd., Dallas, Tex. 
(term expires 1961) 

Terms to Expire 1962: Bernard P. Harpole, M.D., 1920 
N.W. Johnson, Portland, Ore.; Eugene W. Peters, M.D., 
18599 Lakeshore Blvd., Cleveland, Ohio. 

Terms to Expire 1963: Francis P. Rhoades, M.D., Maccabees 
Bldg., Detroit, Mich.; Maynard I. Shapiro, M.D., 8911 S. 
Chappel Ave., Chicago, IIl. 
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Garra L. Lester, M.D., ex officio, 1 Morris Ave., Chautau- 
qua, N.Y. 


Committee on Insurance: Herbert W. Salter, M.D., Chair- 
man, 4900 Euclid Ave., Cleveland, Ohio (term to expire 
1961) 

Terms to Expire 1961: Donald F. Bartley, m.p., 9 N. 
Hanson St., Easton, Md.; James D. Weaver, M.D., 3123 
State St., Erie, Pa. 

Terms to Expire 1962: George E. Burket, Jr., M.D., Box 273, 
Kingman, Kan.; Frank H. Green, M.D., 134 E. 2nd St., 
Rushville, Ind.; Peter J. Scafarello, M.D., 410 Asylum St., 
Hartford, Conn. 

Terms to Expire 1963: Richard P. Bellaire, M.D., 38 Church 
St., Saranac Lake, N.Y.; Daniel A. Tobin, M.D., 3968 Jay 
St., Sacramento, Calif.; Norman F. Coulter, M.D., 1516 S. 
Kuhl Ave., Orlando, Fla. 


Committee on Constitution and By-Laws: Arthur P. Red- 
ing, M.D., Chairman, Marion, 8.D.; Harold E. Jervey, Jr., 
M.D., 1515 Bull St., Columbia, S.C.; C. H. Stark, m.p., 
Paramount Bldg., Cedar Rapids, Ia.; F. A. Shallenberger, 
Jr., M.D., 5455 E. 2nd St., Tucson, Ariz.; James G. Sim- 
mons, M.D., 30 Myrtle Ave., Fitchburg, Mass.; Robert V. 
Broadbent, M.D., 190 Mill St., Reno, Nev. 


Liaison Committee on Voluntary Prepaid Medical Care: 
Seigle W. Parks, M.D., Chairman, 102 Adams St., Fair- 
mount, W.Va.; Julian K. Welch, Jr., M.D., 107 N. Lafayette 
Ave., Brownsville, Tenn.; Joseph J. Kaufman, M.D., 129 W. 
Miller St., Newark, N.Y.; Henning W. Mathiasen, M.D., 
308 Bennett Bldg., Council Bluffs, Ia.; George H. Lemon, M.D., 
2020 Starr Ave., Toledo, Ohio 


Liaison Committee with Council on Rural Health ofthe AMA: 
John R. Rodger, M.D., Chairman, Bellaire, Mich.; George 
W. Karelas, M.D., Newberry, Fla.; Asael Tall, M.p., 119 N. 
State St., Rigby, Ida.; Benjamin N. Saltzman, M.D., 111 
W. 6th St., Mountain Home, Ark.; Moncure Dabney, M.D., 
Crystal Springs, Miss. 


Mead Johnson Scholarship Awards Committee: Walter T. 
Gunn, M.D., Chairman, 4617 Dahlia Ave., St. Louis, Mo.; 
Robert E. Verdon, M.D., 576 Anderson Ave., Cliffside 
Park, N.J.; Bertram L. Trelstad, M.D., 2054 Capitol St., 
N.E., Salem, Ore.; Elmer Ridgeway, Jr., M.D., 3601 N. May 
Ave., Oklahoma City, Okla.; Ernest B. Flake, M.D., Medical 
Arts Bldg., Shreveport, La.; Roger N. Chisholm, M.D., 5101 
E. Yale, Denver, Colo. 


Ross Award Committee: Ralph J. Lum, Jr., M.D., Chair- 
man, 601 Miramar Ave., Santurce, Puerto Rico; Willard H. 
Pennoyer, M.D., Hynds Bldg., Cheyenne, Wyo.; Alan K. 
Johnson, M.D., 410 6th St., E., Williston, N.D.; Jean Paul 
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Nadeau, M.D., 91 Pine St., Lewiston, Me.; Theodore J. 
Nereim, M.D., 333 Glen Way, Madison, Wis. 


Liaison Committee on National Defense: Charles R. Mar- 
lowe, M.D., Chairman, 1833 Broadway, Toledo, Ohio; Peter 
C. H. Erinakes, M.D., 28 Berkeley Rd., East Greenwich, 
R.I.; Cyrus G. Reznichek, M.D., 1912 Atwood Ave., Madi- 
son, Wis.; Reginald F. DeWitt, M.D., 174 Main St., Ply- 
mouth, N.H.; Martin B. Pennington, M.D., 1008 Park Place, 
Wilmington, Del.; Glenn S. Player, M.D., 1623 Queen Anne, 
Seattle, Wash. 


Committee on Industrial Health: Carleton R. Smith, M.D., 
Chairman, 1101 Main St., Peoria, Ill.; Rudolph A. Dami- 
ani, M.D., 5 Cooke St., Waterbury, Conn.; Earl F. Lutz, M.D., 
General Motors Bldg., Detroit, Mich.; Charles W. Neville, 
M.D., 2514 31st Ave., N., Birmingham, Ala.; Gradie R. 
Rowntree, M.D., 70 Valley Rd., Louisville, Ky. 


Advisor to the Board on International Medical Affairs: U. R. 
Bryner, M.D., 508 E. South Temple St., Salt Lake City, 
Utah 


Committee on Mental Health: John O. Milligan, M.D., 
Chairman, 1120 Boylston Ave., Seattle, Wash.; Eugene I. 
Baumgartner, M.D., 25 Alder St., Oakland, Md.; I. P. 
Frohman, M.D., 2924 Nichols Ave., S.E., Washington, D.C.; 
Richard H. Gwartney, M.D., 1098 ““D” St., San Bernardino, 
Calif.; Lawrence E. Drewrey, M.D., 530 Jefferson St., S.W., 
Camden, Ark.; Austin B. Kraabel, M.D., 415 N. 85th St., 
Seattle, Wash.; B. Wheeler Jenkins, M.D., 1526 E. Upsal 
St., Philadelphia, Pa.; Bertram B. Moss, M.D., 2010 W. 
Irving Park Rd., Chicago, Ill.; Francis I. Nicolle, M.D., 1326 
Foucher St., New Orleans, La.; Rudolph F. Sievers, M.D., 
Blair Clinic Bldg., Blair, Neb.; Arch T. Wigle, M.D., 1605 
N. Arthur, Pocatello, Ida. 


Liaison Committee with the Specialty Societies: Malcom 
E. Phelps, M.D., Chairman, 203 S. Macomb, El Reno, 
Okla.; James M. Perkins, M.D., 227 16th St., Denver, Colo.; 
John Paul Lindsay, M.D., 5410 Harding Rd., Nashville, 
Tenn. 


Liaison Committee with Advisory Board for Medical 
Specialties: John G. Walsh, M.D., Chairman, 2901 Capitol 
Ave., Sacramento, Calif.; Holland T. Jackson, M.D., Ft. 
Worth, Tex. (deceased 3/3/61); J. S. DeTar, M.D., 55 W. 
Main St., Milan, Mich. 


Committee for Liaison with General Practice Section of 
AMA on Certifying Board: John Paul Lindsay, M.D., Chair- 
man, 5410 Harding Rd., Nashville, Tenn.; Holland T. 
Jackson, M.D., Ft. Worth, Tex. (deceased 3/8/61); John C. 
Ely, M.D., E. 10706 Sprague Ave., Opportunity, Wash. 
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Committee on 1961 Invitational Scientific Congress: Paul 
S. Read, M.D., Chairman, 2415 Fort St., Omaha, Neb.; 
John O. Milligan, M.D., 1120 Boylston Ave., Seattle, 
Wash.; Donald H. Kast, M.p., Bankers Trust Bldg., Des 
Moines, Ia. 


Committee on 1961 State Officers’ Conference: Thomas A. 
Keenan, M.D., Chairman, 49 West St., Rutland, Vt.; Lewis 
W. Cellio, M.D., 1269 Grandview Ave., Columbus, Ohio; C. 
Randolph Ellis, M.pD., 1004 S. Main St., Malvern, Ark.; Mr. 
Robert Herzog, Advisor, 2040 W. Wisconsin Ave., Milwau- 
kee, Wis. 


State Chapter Editors’ Committee: Lloyd M. Southwick, 
M.D., Chairman, Box 398, Edinburg, Tex.; S.W. Parks, 
M.D., 102 Adams St., Fairmont, W.Va.; D. Norman Mark- 
ley, M.D., 422 Farmington Ave., Hartford, Conn.; Daniel M. 
Rogers, M.D., ex officio, 2 Cherry St., Wenham, Mass.; Mr. 
Robert Wilson, Advisor, 1500 W. 8rd Ave., Columbus, Ohio; 
Mr. Marshall D. Brainard, Advisor, 1453 Louisa St., Box 
5666, Jacksonville, Fla. 


The President and the Chairman of the Board of Directors 
are ex officio members of all commissions and committees. 
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“‘No, your heartburn has not ignited the gas 
in your stomach and set your liver on fire.” 
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4 Letters from Our Readers 
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= Yours Truly 








Unsigned letters to the publishers or the editor are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Ten Lashes 


Dear Sirs: 

In Figure 1 of the excellent article, ‘Respiratory 
Distress of the Newborn,” by Dr. Jerome T. Nolan 
in the December, 1960 GP, the pulmonary artery 
and pulmonary vein are misnamed. 

The pulmonary artery comes from the right ven- 
tricle and does not carry oxygenated blood. The 
pulmonary vein carries oxygenated blood from the 

lung to the left auricle, as you are aware. 
= ROBERT W. CORDWELL, M.D. 
| Kellogg, Ida. 


_ The erring illustration is on page 107 of the Decem- 
’ ber, 1960 GP. Careful Reader Cordwell is, of course, 
- correct. Ten members of the staff have received ten lashes 
~ each for this unpardonable offense to Author Nolan who 
did not make the error. Artist Melloni points out that 
| correctly labeled drawings still outnumber the mis- 


labeled ones.— MEDICAL EDITOR 


Suffice To Say 


Dear Sirs: 

A recent article in Medical Economics by Dr. 
Harold Thomas in support of social security for 
M.D.’s needs no voluminous rebuttal. It is suffice to 
Say that we have too many weak people who lack the 
initiative and self-reliance of our forefathers to do 
things for themselves. 

They are content to sell their freedom by letting 
the government play nursemaid for them. Too little 
is said about government tactics in big government 
80 that the meek are led to the slaughter in an aura 
of grandeur. 

Social security is a fraud conceived by the devil 
in the form of an egomaniac to get the innocent to 
sell their votes and their birthright as free men. 
Social security is a tremendous ever-mounting tax 
burden greater than the national war debt. 
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It is long known that there is no actuarial relation- 
ship between social security taxes and promised 
benefits and that at some time the government will 
have to fall back on higher tax rates or printed 
money to make good. 

The social security act was passed in 1937 and for 
some years the tax take exceeded payments simply 
because the bulk of the insured had many years to 
go before they would be entitled to benefits. (Refer 
to Actuarial Study 99, published by the Department 
of Health, Education and Welfare under the title 
“Long Range Cost Estimates for OASI’’). 

It should be remembered that all social security 
taxes collected under this title (minus operating 
costs) are thrown into the common till of the Treas- 
ury and spent on any and all undertakings of govern- 
ment. Not one cent of it is earmarked for the pur- 
pose for which it is collected. The obligation of social 
security is OASI. This does not appear in the budget 
and is hidden from the paying public. 

In 1954, the liability of the government under it 
came to $280 billion. (See Wall Street Journal July 
17, 1957—‘“‘For the first time in its history, Uncle 
Sam’s vast social security system this year will dole 
out more benefits than it collects in taxes’’.) 

This condition is commonly known as insolvency. 
Drop in payrolls, layoffs, strikes, curtailment in 
overtime work reduces the tax take. The government 
in recent years has gathered into the fold a new host 
of beneficiaries and many of these will shortly be 
stepping up to the handout window. Adding to this 
list is an attempt to gather the M.D.s into the fold as 
a contributing member more than a receiving one. 

Congress will be called upon to provide money to 
meet the deficit which will have to be met by the 
general taxpayer. Social security was originated as 
a political expedient and will be guided by indeter- 
minate rules to win votes and to increase the reve- 
nues of an ever-expanding government. 

Pray God that the American Medical Association 
and the Academy will maintain their stand in oppo- 
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produces soft, 
normal stools 
in functional 
constipation 
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Water doesn’t roll off this duck’s back... 
because the water is Surfak-treated. Surfak 
decreases interfacial tension between water 
and oil . . . penetrates the natural oils in the 
feathers, permits water absorption, adding 
weight so that the duck sinks. 

Similarly, in functional constipation, 
Surfak quickly permeates the heterogeneous 
fecal mass. The superior surfactant action 
of calcium bis-(dioctyl sulfosuccinate) re- 
duces the interfacial tension between the 
aqueous and lipoid phases of the intestinal 
content to minimal values. The result is 
soft homogeneous feces which are easily 
moved to evacuation, naturally. 
DOSAGE: 

Adults: One 240 mg. Surfak capsule daily. 
Children (and adults with minimal needs): 
One to three 50 mg. Surfak capsules daily. 
SUPPLIED: 

240 mg. Surfak capsules in bottles of 15 and 
100. 50 mg. Surfak capsules in bottles of 30 
and 100. 





LLOYD BROTHERS, INC. 











CINCINNATI 3, CHIO 
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Yours Truly 


sition to social security. Let all doctors support this 
stand and further their protest by writing to Con- 
gress. As beloved family physicians let us maintain 
that reputation by refusing to be party to any con- 
spiracy against our progeny. Let it be said that we 
were not lulled to complacency by the false promises 
of a confused bureaucracy. 

Doctors do not retire, they are not paupers, they 
can buy their own security. We would only be in- 
creasing our income tax for that is all it means. Let 
us not be blind or simple people led by pressurizing 
minorities. 

ARTHUR D. POCHERT, M.D. 
Portland, Ore. 


Company for Sobush 


Dear Sirs: 

Dr. L. D. Sobush has company in the use of small- 
pox vaccine for the cough of pertussis (page 29, Sep- 
tember, 1960 GP). The mimeographed “pertussis 
routine” of the Communicable Disease Hospital of 
the Los Angeles County General Hospital put out 
in March, 1956 by Dr. S. Woolington includes the 
following instruction: 

“12. Smallpox vaccination will reduce severity of 
the cough in many cases. This may be done for any 
age group.” 

I thought you might be interested. 

ROBERT W. FROST, M.D. 
Pomona, Calif. 


Harmonious Relationship 


Dear Sirs: 

I have just read with interest the article by Dr. 
DeTar in the November, 1960 GP, entitled ‘The 
Family Physician and The Radiologist.” I am a gen- 
eral practitioner in a rural area of central New York, 
where I have been practicing for the past 22 years. 
I have always done my own x-ray work, consulting 
radiologists on various occasions when the need 
arose, 

However, for the past three years, I have had an 
agreement with a board certified radiologist to spend 
at least one day a week in my office performing GI 
Series, barium enemas, etc; he is also responsible for 
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the reading of all x-rays taken in my office the rest of 
the week. I pay him a percentage of my gross busi- 
ness. 

Since the nearest hospital is 20 miles away, this 
service has been very helpful not only to me, but to 
my patients who are very grateful for the many 
times that they don’t have to travel many miles for 
x-ray services. The working arrangement between 
the radiologist and myself has worked out very well, 
and he has on many occasions brought things to my 
attention which I probably would previously have 
omitted. 

This agreement has worked out so satisfactorily 
for me, that I am wondering whether other men in 
similar circumstances could avail themselves of this 
help in their practice. If your readers would want 
any more of my experiences along this line, for ex- 
ample, type of x-ray and the number that we do in 
our office, I would be most happy to give this infor- 
mation. 

MARVIN BROWN, M.D. 
Lake Street 
Cleveland, N.Y. 


Common Sense Approach 


Dear Sirs: 

My attention has recently been called to an article 
which appeared in the November, 1960 GP, namely, 
“Disciplining Children” by Dr. A. H. Chapman. I 
would very much like to obtain a set of tear sheets 
of this article, together with the bibliography which 
I understand your production department distibutes. 

In looking over your publication, I was impressed 
by what appeared to be an unusually informal gram- 
matical style not usually found in publications for a 
professional audience. I presume that some editorial 
study was made which indicated that doctors found 
such a style more readable. I am interested in this 
because I am currently editing a reference textbook 
for engineers, and I have found that one often learns 
a great deal from a study of comparative editorial 
practices. 

I presume that Dr. Chapman’s article elicited a 
considerable reader response within the medical pro- 
fession. I am extremely interested in it because of the 
straightforward and common sense approach to a 
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NEW YORK UNIVERSITY 
MEDICAL CENTER 
OFFERS A 


Symposium on 
Recent Advances in 
Dermatology 


MAY 8-10, 1961 


pe 


TUITION $75 


For further details and applications, 
please communicate with: 


Office of the Associate Dean 
New York University 
Post-Graduate Medical School 
552 First Avenue 

New York 16, N.Y. 








THIS SYMPOSIUM will present recent advances in basic science ar} 
clinical knowledge of selected aspects of dermatology. It is de- 
signed for dermatologists as well as for internists, pediatricians, 
and other physicians who deal with problems in cutaneous medi- 
cine. Among the guest faculty in this symposium are some of the 
most important contributors to progress in the areas covered. Each 
session will be concluded by a panel discussion, with a question- 
and-answer period, in which the speakers of the particular session 
will participate. 

The guest faculty will include: RICHARD L. Dosson, M.D., of the 
University of North Carolina School of Medicine; THomas B. 
FITZPATRICK, M.D., of the Harvard University School of Medicine; 
ALBERT M. KLIGMAN, M.D., of the University of Pennsylvania 
Medical School and Graduate School of Medicine; ALLAN L. 
LORINCZ, M.D., of the University of Chicago School of Medicine; 
GERD K. STEIGLEDER, M.D., of Columbia University College of 
Physicians and Surgeons; and EUGENE J. VAN SCOTT, M.D., of 
the National Cancer Institute, National Institutes of Health. 

In addition, members of the New York University School of 
Medicine faculty will participate. The program is under the direc- 
tion of RUDOLF L. BAER, M.D. 





NEW YORK UNIVERSITY 
MEDICAL CENTER 

WILL PRESENT 

A COURSE IN 


Arthritis and 
Related Disorders 


for General Physicians 
and Internists 


MAY 15 THROUGH 19, 1961 
90 


TUITION $85 


For further details and applications, 
please communicate with: 


Office of the Associate Dean 
New York University 
Post-Graduate Medical School 
550 First Avenue 

New York 16, N.Y. 
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THIS COURSE is planned for the physician who wishes a basic re- 
view of the field of arthritis and related disorders, including classi- 
fication, differential diagnosis, clinical manifestations, pathologic 
characteristics, laboratory studies as well as therapy. Clinic and 
bedside teaching will be stressed. The guest faculty will include: 
RICHARD G. FREYBERG, M.D., Professor of Clinical Medicine, Cor- 
nell University Medical College; CHARLES RAGAN, M.D., Professor 
of Clinical Medicine, Columbia University College of Physicians 
and Surgeons; and RONALD LAMONT-HAVERS, M.D., Medical 
Director of the Arthritis and Rheumatism Foundation. 

Among the New York University faculty members participating 
will be: CURRIER MCEWEN, M.D., Professor of Medicine; EDWARD 
F. HARTUNG, M.D., Associate Professor of Clinical Medicine; OTTO 
STEINBROCKER, M.D., Associate Professor of Clinical Medicine; and 
WALTER A. L. THOMPSON, M.D., Professor of Orthopedic Surgery. 

The program is under the direction of CURRIER MCEWEN, W.D., 


and EDWARD F. HARTUNG, M.D. 
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problem that should be of vital concern to all parents 
and teachers. So many articles on discipline obscure 
the real problem in a mass of verbiage or philosophic 
and psychologic bias. Dr. Chapman is to be congratu- 
lated for the content and clarity of the article. 

GLENN R. FRYLING 
Princeton Junction, N.J. 


Another Factor 


Dear Sirs: 

I was very interested to read the letter from Dr. 
E. A. Larsen describing the relief (from asthma) a 
child experienced when he moved to Northern Min- 
nesota and lived with substitute parents. I suppose 
the idea was that relief came from diminished con- 
centration of pollens and other allergens in that 
northern territory. 

It is interesting, however, to connect this asthma 
patient’s improvement with an article in the Decem- 
ber issue of The American Journal of Diseases of Chil- 
dren. In this very fascinating article describing the 
psychologic aspects of bronchial asthma, the author 
points out that 92 per cent of a group of children ob- 
tained 50 per cent relief by being put in a “home 
away from home.” 

Asthmatic children who have benefited by living 
away from home have then been exposed to autog- 
enous house dust which previously had caused them 
severe intractable asthma and have not developed 
symptoms therefrom. 

W. S. PENNINGTON, M.D. 
Athens, Ala. 


Contention Challenged 


Dear Sirs: 

A quote from page 80 of the January, 1961 issue 
of GP reads, “It is our continuing contention that a 
licensed doctor of medicine is the only person who is 
qualified for diagnosing and treating the many hu- 
man maladies—and then only on a person-to-person 
basis.” 

Your contentions may be very righteous and well- 
Meaning and, above all, most sincere and so may Mr. 
Khrushchev’s belief that all must think and believe 
as the Communistic line teaches, or the liberal Amer- 
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“Try thinking happy thoughts!’ 





ican in his view point of benefits from cradle to grave 
for all. 

Individuals and groups may expound their theories 
but let us not, even for one moment, take them for 
the total truth. Many patients are seen by, in your 
definition, a “non doctor” of medicine and surpris- 
ingly enough, they are helped. 

I am sure you are more educated than the para- 
graph suggests because this is the type of communi- 
cation one expects from the ill-informed and one 
who does not wish, as the cigarette ad says, “‘to think 
for himself.” 

D. JOSEPH LANE, D.O. 
South Gate, Calif. 


Monographic Classic 


Dear Sirs: 

I would be most appreciative if you could send me 
several reprints of the article ‘‘Diagnosis and Treat- 
ment of Malabsorptive States,’ from the December, 
1959 GP. As a faculty member of the University of 
Miami School of Medicine, I can use this reference 
in preparing lectures for my classes in didactic text- 
book medicine. 

This article is the most complete monograph on 
the subject I have ever read; the authors deserve a 
tremendous vote of thanks for having completed a 
classic in monographs. I would be even more grateful 
if you could also forward any back copies available 
on the other monographs written by the Cornell 
Medical Department. 

MICHAEL L. HORWITZ, M.D. 
Miami Beach, Fla. 
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Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners 
will have an interest, appear here monthly. 


* Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 


APRIL 

*12: Bronx County (New York) chapter, annual scientific 
meeting, Concourse Plaza Hotel, Bronx, N.Y. (5 hrs.) 

*15: Hunterdon County (New Jersey) chapter and Ameri- 
can Heart Association (Hunterdon County chapter), 
“Clinical Methods of Evaluating Cardiac Function,” 
Hunterdon Medical Center, Flemington, N.J. (1 hr.) 

16-21: American College of Obstetricians and Gynecolo- 
gists, meeting, Boston, Mass. 

*17: Tennessee chapter, course in management of chronic 
pulmonary diseases, Memphis. (1 hr.) 

*17-18: Nebraska chapter and the University of Nebraska 
College of Medicine, course in pediatrics, University of 
Nebraska College of Medicine, Omaha. 

*17-19: University of Kansas School of Medicine, course in 
anesthesiology, University of Kansas Medical Center, 
Kansas City. (18 hrs.) 

*17-20: American Academy of General Practice, Annual 
Scientific Assembly, Miami Beach Auditorium and Con- 
vention Hall, Miami Beach, Fla. (14 hrs.) 

18-21: The Philadelphia County Medical Society, 25th 
annual postgraduate institute, Bellevue-Stratford Hotel, 
Philadelphia. 

*19: Arkansas chapter, distinguished lecturer program on 
pediatrics, Robinson Auditorium, Little Rock, Ark. (2 
hrs.) 

19-22: Chicago Committee on Trauma of the American 
College of Surgeons, Fifth Postgraduate Course on 
Fractures and Other Trauma, John B. Murphy Memorial 
Auditorium, Chicago. ($1 1% hrs.) ; 

*20: Pennsylvania chapter, Pennsylvania Trudeau Society 
and Pennsylvania College of Chest Physicians, annual 
meeting, Pittsburgh. (8 hrs.) 

*20-21: University of Kansas School of Medicine, course 

f cardiac auscultation, University of Kansas Medical 

Center, Kansas City. (12 hrs.) 
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*21: Bergen County (New Jersey) chapter, course on 
gastroenterology, Hackensack Hospital, Hackensack, 
N.J. (6 hrs.) 

*21-2: American Academy of General Practice, Invitationai 
Scientific Congress, aboard M.S. Franca C and joint 
meeting in San Juan, Puerto Rico. 

*22: Rhode Island chapter, annual meeting, Sheraton- 
Biltmore Hotel, Providence. 

*23: Texas chapter, symposium on cerebral vascular dis- 
ease, Moody Center Convention Hall 2, Galveston. (5 
hrs.) 


' 24-25: Iowa State Medical Society, annual meeting, Des 


Moines, Ia. (8 hrs.) 

*24-28: Florida chapter, course in pediatrics, Good Samari- 
tan Hospital, West Palm Beach. (5 hrs.) 

25: Clinical Medicine Section of Texas Society on Aging, 
“Problems in Caring for the Aging Population,” Buc- 
eaneer Hotel, Galveston, Tex. (4 hrs.) 

*26: Louisiana chapter, course in technique for routine im- 
munizations and standard office procedure, Baton 
Rouge General Hospital, Baton Rouge. (2 hrs.) 

*26: Michigan chapter, common neurologic disorders for 
the general practitioner, Sheraton-Cadillac Hotel, 
Detroit. (8 hrs.) 

*26: Indiana University School of Medicine, course in treat- 
ment of common disorders of the blood, Indiana Uni- 
versity School of Medicine, Indianapolis. (7 hrs.) 

*27: Indiana University School of Medicine, course in 
gastroenterology, Indiana University School of Medi- 
cine, Indianapolis. (7 hrs.) 


CONTINUED ON PAGE 


Annual AAGP Meetings 


Annual Scientific Assembly 


Apr. 17-20, 1961: Miami Beach Auditorium and Conven- 


tion Hall, Miami Beach, Fla. 
Apr. 9-12, 1962: Convention Center, Las Vegas, Nev. 
Annual Symposium on Infectious Diseases 


Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 
Sep. 14, 1962: Battenfeld Auditorium, Kansas City, Kan. 


Annual State Officers’ Conference 
Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 
Sep. 15-16. 1962: Hotel Muehlebach, Kansas City, Mo. 
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NEW 3-DIMENSIONAL SUPPORT 


FOR OLDER 4 PATIENTS 











MOOD ELEVATION 


d-amphetamine 


COMPREHENSIVE APPROACH TO THREE BASIC PROBLEMS OF AGING 
A HELPS MAINTAIN NUTRITIONAL STATUS. Balanced nutritional support—26 vitamins 
and minerals—helps correct or prevent common deficiencies due to poor intake and 
failing appetites. 

A AIDS TISSUE TONE AND BONE METABOLISM. Androgen-estrogen supplement 
assists protein uptake and bone metabolism. Helps reduce or correct premature 
tissue atrophy, asthenia, osteoporosis. 


A RAISES ACTIVITY AND INTEREST LEVELS. Mild stimulation by d-amphetamine 
increases mental and physical activity— sustains alertness and dispels apathy, 
depression and psychogenic fatigue. 


EACH DRY-FILLED CAPSULE CONTAINS: Ethiny! Estradiol Ascorbate 50 mg. + I-Lysine Monohydrochloride 25 mg. « 
0.01 mg. + Methyl Testosterone 2.5 mg. + d-Amphetamine Sul- Vitamin E (Tocopherol Acid Succinate) 10 Int. Units « Rutin 12.5 
fate 2.5 mg. « Vitamin A (Acetate) 5,000 U.S.P. Units « Vitamin D mg. « Ferrous Fumarate (Elemental iron 10 mg.) 30.4 mg. « 
500 U.S.P. Units + Vitamin Bi2 with AUTRINIC® Intrinsic Factor lodine (as Ki) 0.1 mg. « Calcium (as CaHPO«) 35 mg. « Phos- 
Concentrate 1/15 U.S.P. Unit (Oral) » Thiamine Mononitrate (B:) phorus (as CaHPO0«) 27 mg. « Fluorine (as CaFe) 0.1 mg. « 
5 mg. « Riboflavin (Bz) 5 mg. « Niacinamide 15 mg. « Pyridoxine Copper (as CuO) 1 mg. « Potassium (as K2S04) 5 mg. « Manganese 
HC! (Bs) 0.5 mg. « Calcium Pantothenate 5 mg. « Choline Bitar- (as MnOz) 1 mg. « Zinc (as Zn0) 0.5 mg. « Magnesium (MgO) 
trate 25 mg. « Inositol 25 mg. « Ascorbic Acid (C) as Calcium 1 mg. « Boron (as Na2Bs07.10H20) 0.1 mg. 


, BOTTLES OF 100, 1006. 
1 small capsule @ every morning 


RESTIN 


Geriatric Vitamins Minerals-Hormones-d-Amphetamine Lederle 


— 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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Ivan A. Nestingen 
More Kennedy Appointments 


FILLING IN THE GAPS at the Department of Health, Education 
and Welfare, President Kennedy nominated and the Senate 
duly approved Madison, Wis., Mayor Ivan Nestingen 

as Under Secretary. Aside from local politics, 

Nestingen’s main claims to fame (and to the appointment) 
seem to be the following: He has been active 

in the Democratic Party since 1949 (the year he began 
practicing law); he was chairman of the Kennedy 

for President Club of Wisconsin in 1959-60, and he served 

as chairman of the Citizens for Kennedy-Johnson 

of Wisconsin in the election year. His background 

indicates Mr. Nestingen was tapped for administrative 
ability rather than past experience in either health, education 
or welfare. He served four years on the Madison Common 
Council, two years in the Wisconsin Assembly and was 
elected Madison’s mayor three times. 


Janet G. Travell, M.D. 
. . . for Health 


THE PRESIDENT not only brought many members of his family 
to Washington for official duties—he also brought along 

his family doctor. Dr. Janet Travell, 59-year-old 

professor of clinical pharmacology at Cornell, 

thus became the first female White House physician 

since Garfield’s administration, the first 

from private practice since Harding’s. The President 

has been her patient since 1955, and she has also treated 
various other Kennedys (and Republican Senator Goldwater). 
Self-described as a general practitioner 


- with a special interest in muscular pains, Dr. Travell 


has practiced in New York City since 1926 and has been 
on the staff of both New York and Beth Israel hospitals. 
A Wellesley graduate who took her medical training 

at Cornell, she is a registered Republican 

but worked in the Doctors for Kennedy campaign. 
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ANNOUNCING:. THE CARNATION WEIGHT REDUCTION PLAN 


AN EFFECTIVE MEAL-REPLACEMENT 
FORMULA DIETING PATIENTS CAN - 
MAKE AT HOME—FOR ONLY 44¢ A DAY 


1¥2 CUPS CARNATION INSTANT NONFAT DRY MILK : 1 MULTI-VITAMIN- MINERAL CAI 


THE CARNATION WEIGHT REDUCTION PLAN 


This Plan is a new meal-replacement weight reduction regimen 
based on delicious milk products plus a standard multi- 
vitamin-mineral preparation. 

Carnation’s nutritionally-balanced meal-replacement Plan 
supplies 1000 calories and 70 grams of high quality protein. 


EASY FOR PATIENTS TO MAKE 


TAKE 1 standard multi-vitamin-mineral preparation each day. 
MIX one day’s supply (4 glassfuls) of Carnation Plan For- 
mula by stirring together in a container larger than 
a quart: 
1% cups CARNATION INSTANT NONFAT DRY 
MILK 
1 quart WHOLE MILK 
If desired, flavor with instant coffee or a variety of 
extracts. 
Chocolate flavoring adds 30 calories per teaspoonful. 


OR for a Single Glass: Mix a generous 4 cup Carnation 
Instant with 1 cup whole milk. 
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COSTS ONLY 44¢ A DAY 


The total expense for the Carnation Weight Reduction | 
—including the multi-vitamin-mineral preparation—is 
a day. Compare this to the price dieters pay for the lary 
selling pre-mixed product. 


TASTES NATURALLY DELICIOUS 
Because the Carnation Plan Formula is based on fine, 
dairy products, it has a fresh milk flavor. Patients can 
this flavor by simply adding 3 to 4 teaspoons of instant c0 
or 1% teaspoons of any of their favorite extracts, like va 
per quart. 

AN EFFECTIVE, FLEXIBLE PLAN 


The Carnation Weight Reduction Plan provides bala 
nutrition. Providing 1000 calories a day, the Plan give 
dieter 70 grams of high-quality, hunger-appeasing pr 
This concentration of protein helps satisfy the appetite 
at the same time, keeps up the dieter’s energy. The 
meets the Daily Adult Requirement for all vitamins 
minerals with established minimums. 
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Cholesterol and Corn Oil 
ProoF Is still lacking that an elevated blood 


- cholesterol or a high cholesterol diet intake is 


responsible for atherosclerosis in man, or is even 
the major factor. Witness the unmistakable 
arteriosclerotic changes which occur in the pul- 
monary vessels when pulmonary hypertension 
secondary to mitral stenosis occurs. Certainly, 
cholesterol cannot be implicated here. 
Nevertheless, many animal experiments have 
shown that a persistently high cholesterol intake, 
as exemplified usually by a high intake of satu- 
rated fats, can be associated with cholesterol de- 
posits in vessels and atherosclerotic changes. In 
hypercholesteremic families there is a much 
greater degree of atherosclerosis and its compli- 
cations than in families having a low blood level 
of cholesterol. It has also been shown that in 
populations whose intake of saturated fat is 
lower than in the typical American diet, there is 
a distinctly lower incidence of atherosclerosis, 
particularly of coronary sclerosis. Thus, although 
there is still no direct proof, strong circumstan- 
tial evidence would suggest that a high animal 
fat diet (the saturated fats) is somehow associ- 
ated with the development of atherosclerosis. 
There is also fairly good evidence that the sub- 
stitution of highly unsaturated fats (such as saf- 
flower and corn oil) may lower blood cholesterol 
and presumably slow down the atherosclerotic 
changes in blood vessels. Corn oil has become the 
magic substance that is introduced into the diet 
in many ways. As a liquid, it is of course satisfac- 
tory in salad dressings and in cooking. However, 
as a substitute for butter, corn oil must be mani- 
pulated in some way to make it firm. One manu- 
facturer has done this by hydrogenating it—that 
is, changing it from an unsaturated oil with a 
high iodine number to a partially saturated fat 
With a low iodine number. Most research workers 
in this field believe that by doing this, any possi- 
ble beneficial effect of corn oil has been destroyed 
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and one might just as well use butter. Another 
manufacturer has solved the problem by mixing 
corn oil which is unchanged and still is as unsatu- 
rated as before with partially hardened soybean 
and cottonseed oils. In other words, instead of 
hydrogenating the corn oil in the mixture, the 
other unsaturated oils used are hydrogenated. 
By such a stratagem this company can advertise 
that corn oil is unchanged in their margarine. 
However, they do not state how much effect the 
hydrogenating of soybean and cottonseed oil 
may have on the cholesterol lowering effect of 
corn oil. Furthermore, the package label does not 
indicate how much of the final product is corn 
oil and how much is hardened soybean or cotton- 
seed oil. Does the amount of corn oil represent 1 
per cent or 90 per cent? It would seem important 
to know this. 


Influenza Immunization 


THAT INFLUENZA is still a major contributing 
cause of death is indicated by recent information 
released by the United States Public Health 
Service. In the 1957-58 epidemic there were 
about 60,000 deaths and in the first six months 
of 1960 about 26,000 influenza deaths were 
reported. Influenza vaccine has been shown to 
be 70 per cent effective in preventing the disease. 


_ Possibly 60,000 of the 86,000 excess deaths during 


the influenza epidemics of the past three years 
might have been prevented by immunization. 

Mortality rates from influenza were abnormally 
high among individuals with certain chronic 
diseases, those over 65 years of age, and among 
pregnant women. 

The USPHS, through its Advisory Committee 
on Influenza Research, advises immunization of 
the following: 

1. Persons of all ages who suffer from chronic 
debilitating diseases, that is, cardiovascular, 
pulmonary, renal or metabolic disorders in par- 
ticular. 
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2. Pregnant women. 

3. All persons 65 years of age or older. 

Influenza vaccine now available is an aqueous, 
polyvalent, killed virus preparation of virus types 
A, A,, Ae (Asian) and B, with a total potency of 
500 chick cell agglutinating (CCA) units per 
cubic centimeter. Its estimated effectiveness in 
preventing influenza is from 60 to 75 per cent. 
Side reactions are rare and usually not severe. 
However the vaccine is produced in eggs and 
allergic persons should not be immunized. 

Dosage: Two doses of 1 ec. (500 CCA units) 
each, given subcutaneously two or more months 
apart, is recommended as an initial series. Those 
so immunized should receive a single subcutaneous 
booster of 1 cc. at yearly intervals thereafter, 
preferably in the fall before November 1. 

Intracutaneous injection of smaller amounts 
is not recommended. Children may receive sub- 
cutaneous doses adjusted for body weight. 





Seat Belts and Automobile Accidents 


THE ACTION of the automobile seat belt has two 
related purposes: (1) to prevent accidents and 
(2) to prevent injuries. The first aim is carried 
out by holding the driver in a comfortable posi- 
tion and avoiding fatigue, a condition that im- 
pairs perception. And, when an accident does 
occur, the seat belt holds the wearer within the 
undamaged portions of the passenger compart- 
ment. 

The threat to unsafe driver behavior, men- 
tioned above, is set in motion by the mere act 
of getting behind the wheel of any modern car. 
The low seat tends to exaggerate man’s natural 
tendency to slump forward. When this occurs, 
the head must be brought forward in order to see 
over the wheel. This unbalanced posture brings 
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on fatigue and irritation. Since we perceive as 
we feel, it takes no great imagination to appreci- 
ate what can and does frequently happen to such 
a driver—not to mention his passengers. 

The auto seat belt helps prevent fatigue by 
keeping the wearer’s backside in the angle be- 
tween the seat cushion and the backrest. This 
holds the torso upright and makes it easier to 
keep the head balanced without undue strain of 
the back and neck muscles. Without this aid, no 
race driver could possibly withstand the rigors of 
the speedway. 

Under crash conditions, in unavoidable acci- 
dents, the seat belt acts to prevent injurious 
blows from bodily contacts on the inside of the 
car and keeps the wearer from being hurled from 
his vehicle. This is possible because the forces of 
deceleration are being transmitted to the strong 
and natural parts of the body which underlie the 
flexure lines of the groins by the seat belt. 

Current automotive design still permits the 
wearer to pivot forward on his belt and strike the 
dashboard and the steering wheel, thus receiving 
injuries to the upper parts of the body. Remem- 
ber, however, that these injuries are being in- 
curred every day by persons who do not wear 
seat belts and who suffer much greater degrees of 
trauma. In other words, current car design—not 
the seat belts—is responsible. 

When the latter is corrected in accordance 
with modern knowledge of crash safety engineer- 
ing and design, the seat belt will really come into 
its own. Physicians can help to hasten that day 
by actively supporting the Roberts’ bill (HR 
1341) when it is again introduced in the Congress. 
Until then, it behooves every motorist to avail 
himself of the best seat belts he can get for him- 
self, his family and his passengers. 

Jacob Kulowski, M.D. 
St. Joseph, Mo. 


A review of Dr. Kulowski’s book, “Crash In- 
juries,” appears on page 157—-PUBLISHER 
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From the 
Medical Editor’s Desk 





The Medical Teacher 


WHO IS BETTER QUALIFIED to teach medical stu- 
dents clinical subjects—the full-time research 
worker or the practicing physician? This is a 
question that will always arouse considerable 
heated discussion in medical circles. Those who 
favor the full-time research worker argue that 
he is best qualified to bridge the gap (if there 
really is one) between the preclinical sciences 
and clinical medicine. Those who favor the prac- 
ticing physician state that only he, because of 
his practical experience, can impart to the stu- 
dents the knowledge of the problems connected 
with the everyday care of patients. 

Actually these arguments are pointless. The 
real issue is whether the medical teacher is or is 
not a good teacher. The mere possession of knowl- 
edge does not imply that one can impart it to 
others. Educators in fields other than medicine 
have known this for a long time. That is why so 
much stress is placed on teaching methods in pub- 
lic school systems. This may even extend to the 
point of absurdity when, for instance, one can ob- 
tain a Ph.D. in education on how to teach chemis- 
try with a very limited knowledge of the subject 
of chemistry itself. At any rate, educators gen- 
erally realize the importance of ability and train- 
ing in how to teach. Medical schools in general 
have paid little or no attention to this. Professors 
are selected because their research work will bring 
prestige to the medical school. They are then 
given so much administrative work that they 
often end up by doing neither teaching nor re- 
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search. The junior members of the staff, on whom 
fall the major duties of teaching, are either full- 
time research workers or part-time practicing 
physicians. In most instances none of these 
teachers have had even a short briefing on how 
to teach. 

The research worker may regard the time 
required for teaching as an annoying interrup- 
tion of his favorite research project. This is 
particularly true if his financial support is de- 
rived from an outside grant, because he must 
produce or the grant will not be renewed. The 
practicing physician, on the other hand, will 
either call off his class or keep the students 
waiting if some important private patient re- 
quires his attention. To him the teaching posi- 
tion in the medical school has prestige value 
which will aid him in his practice. 

Neither of these men should actually be teach- 
ing students. The true teacher enjoys teaching 
for its own sake. He will take considerable time 
to prepare for his classes. He will take exceeding 
care in the orderly presentation of material and 
will always be ready to discuss problems with 
the students. He will take great pains to see that 
the student understands the subject matter under 
discussion. 

Such a teacher could be either full-time or part- 
time. On the full-time faculty there are usually a 
few excellent teachers, and of the practicing phy- 
sician group there are also a few teachers who are 
outstanding. The students can readily identify 
them. 

What is required in medical schools are staff 
members who will take their teaching jobs seri- 
ously, regarding their teaching as their most im- 
portant job. The primary purpose of a medical 
school is to educate men and women to be doctors. 
Thus, the most important job of anyone who 
holds a teaching position in the medical school 
is to teach, regardless of what other interests he 
may have. 

ARTHUR C. DEGRAFF, M.D. 
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FIGURE 1. a. The common variety of inguinal hernia in in- 
fancy showing a loop of intestine in the hernia sac, presenting 
as an inguinal mass. b. The hydrocele of infancy which is 
actually an accumulation of peritoneal fluid in the indirect 
inguinal hernia sac. 
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Hernia in Infancy 


EDWARD G. STANLEY-BROWN, .p. 
New York, New York 


Inguinal hernias occurring in infancy 
predominate in males, are most frequently 
right-sided and are prone to incarceration 
during the first six months of life. 

Surgical operation is the treatment of choice. 
Inguinal hernias are invariably associated 
with hydrocele and with undescended testicle. 
Umbilical hernia is a fascial defect, 

most common in Negroes and in most instances 
heals spontaneously. Surgical excision 

of the umbilicus is never advised. 


OF ALL the numerous conditions requiring sur- 
gery during infancy, inguinal and umbilical her- 
nias are by far the most common. There is con- 
siderable confusion regarding the proper manage- 
ment of these congenital hernias. The parents 
may have been advised to “‘do nothing because 
the hernia will go away without treatment”; 
wait six weeks, six months or even one year. A 
truss is frequently recommended and less often 
an immediate operation. Umbilical hernias are 
strapped with adhesive tape, covered by buttons, 
pebbles, coins of the realm and too often treated 
surgically with total excision of the umbilicus 
thus rendering the patient a target for the scorn 
and opprobrium of his future schoolmates. Her- 
nia in infancy is invariably congenital in origin 
and is in no way related to weight lifting or to 
weakness of the muscle or fascial wall. This fact 
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will perplex the father, who has himself under- 
gone hernia repair in adult life and associates all 
hernias with strain or injury to the abdominal 
wall. 

Since parents are understandably reluctant to 
have their new baby undergo surgery, the con- 
flicting advice and ominous predictions of grand- 
parents, neighbors and often, physicians, may 
serve to delay operation until incarceration or 
even strangulation has taken place. 


Inguinal Hernia 


This lesion is always of the indirect type and 
results from failure of closure of the processus 
vaginalis at the internal inguinal ring. The peri- 
toneal hernia sac extends into the inguinal canal 
and only infrequently down to the bottom of the 
scrotum. Crying, straining or any maneuver 
which increases intra-abdominal pressure may 
cause a loop of small bowel to protrude into the 
hernia sac and the resulting mass will be appar- 
ent upon inspection of the inguinal region. Usual- 
ly, the mother discovers a lump during the in- 
fant’s bath and promptly seeks the physician’s 
advice. A reliable history of an inguinal mass or 
bulge is almost diagnostic of inguinal hernia. 


EXAMINATION 


The diagnosis cannot be made by invaginating 
the skin of the scrotum and feeling for an impulse 
or for a relaxed external ring. The infant will not 
cough on command and even if he did little in- 
formation would result. The examination should 
be conducted in a warm, well-lighted room; the 
baby’s clothing and diapers should be removed. 
Complimenting the mother on the fine appear- 
ance of her splendid baby, the physician should 
position himself at the infant’s head in order to 
avoid an accident if urination takes place. 

Inspection. Inspection alone may reveal a sug- 
gestive fullness on the affected side and, if the 
infant is erying, the examiner may be lucky 
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enough to see an inguinal mass. The index finger 
is placed along the course of the spermatic cord 
and this structure is gently rolled from side to 
side. By palpating each spermatic cord in this 
manner, one often gains the impression that the 
cord is thicker on one side than the other. The 
so-called “silk sign’? may be elicited. This is a 
slippery or silky sensation derived from sliding 
the peritoneal walls of the hernia sac against one 
another. This maneuver requires considerable 
practice and the findings may be quite mislead- 
ing until sufficient experience has been gained. 
As an isolated physical finding the silk sign must 
be disregarded, but when present in a patient 
with a history of an inguinal mass, it is good con- 
firmatory evidence of an inguinal hernia. 

Inguinal hernias are most common on the right 
side and predominate in males. In the female in- 
fant with an inguinal hernia the sac is quite apt 
to contain a prolapsed Fallopian tube and/or 
ovary and these structures are readily palpated 
and usually easily reduced. 

It is well to remember that an inguinal hernia 
is present in almost every patient with a true 
undescended testicle and the physician should 
ascertain the location of the testes as part of his 
complete examination. 

Hydrocele of In‘ancy. In the infant with 
a complete congenital inguinal hernia in which 
the sac extends down to the base of the scrotum, 
free fluid from the peritoneal cavity migrates 
to this dependent part through the patent 
neck of the hernia sac. Upon examination, 
the scrotum is tense, bulging, cystic and transil- 
luminates clearly. The examining physician quite 
properly diagnoses a hydrocele but may not as- 
sociate this lesion in infancy with the invariable 
presence of an inguinal hernia. The picture is 
even more mystifying to the parents who notice 
that in the morning after a night’s sleep the 
scrotal swelling is greatly diminished and may 
even be absent. This decrease in size occurs be- 
cause the fluid migrates back through the patent 
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Hernia in Infancy 


hernia sac, the neck of which is often too small 
to admit any intra-abdominal organs, but large 
enough to allow for the flow of peritoneal fluid. 
The hydrocele of infancy is associated with an 
inguinal hernia almost 95 per cent of the time and 
should be corrected at the time of hernia repair. 

An exception to this rule is the small hydrocele 
in an infant less than 3 months old which is apt 
to represent fluid trapped in the hernia sac fol- 
lowing delayed closure of the processus vaginalis. 
When confronted with a small hydrocele and no 
clinically demonstrable hernia, it is wise to defer 
surgery until after the first three months of life, 
as the fluid will frequently be completely re- 
sorbed. It is unwise to attempt aspiration of this 
fluid as it will promptly recur and there is the 
ever-present danger of accidental perforation of 
bowel. The fluid is produced in the peritoneal 
cavity and not by the lining membranes of the 
hydrocele itself, as is the case in an older patient. 

Incarceration. Occasionally, the first mani- 
festation of an inguinal] hernia will be incarcera- 
tion and the peak incidence of this complication 
is during the first six months of life. Examination 
reveals a tense, tender and firm inguinal mass. 
The overlying skin is often reddened and there 
may be considerable lower abdominal muscle 
spasm. The baby is obviously in pain, crying, 
with legs drawn up and frequently vomits soon 
after incarceration occurs. If the duration of 
symptoms is short, it is often possible to reduce 
the incarceration with sedation, elevation of the 
foot of the crib and gentle manipulation. If these 
measures are not promptly successful, immediate 
operation is recommended and is often very diffi- 
cult technically due to the marked edema of the 
hernia sac and the surrounding tissues. 


INDICATIONS FOR OPERATION 


To avoid incarceration and to correct the con- 
genital defect, surgical operation should be ad- 
vised as soon as the diagnosis of inguinal hernia 
is made. Corrective surgery may be performed 
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at any age if skilled anesthesia and expert pedi- 
atric nursing care are available. Nothing will be 
gained by waiting and a truss is uncertain, unclean 
and irksome to a growing infant. Furthermore, if 
the truss is effective, edema and fibrous tissue 
reaction of all of the tissues upon which it exerts 
pressure will result and the inevitable operation 
will thus be made much more difficult. There is 
no place for the blind injection of sclerosing solu- 
tions in treating the hernia of infancy. 


HOSPITALIZATION AND OPERATION 


Following admission to the hospital, urinalysis 
and a complete blood count are obtained. Oral 
intake is withheld for no more than five hours 
prior to operation. The routine order: ‘“‘nothing 
by mouth after midnight,” has no place in this 
situation and may result in serious dehydration if 
the operation is delayed until late the following 
morning or early afternoon. Open drop ether is 
the anesthesia of choice. A short transverse skin 
incision is made in the crease all infants present 
below the characteristically protuberant abdo- 
men and above and parallel to the pubic sym- 
physis. While less convenient than the conven- 
tional oblique inguinal incision, the scar of the 
transverse skin incision is barely perceptible 
several months after operation and is a source of 
great, immediate satisfaction to the parents, and 
it is hoped, to the patient in later years. 

The operation consists only of a high ligation 
of the filmy hernia sac and it is unnecessary to 
displace the spermatic cord, mobilize the testicle 
or carry out any repair whatsoever of the floor of 
the inguinal canal. Physicians accustomed to 
correcting hernias in older individuals are in- 
variably tempted to “‘just place one or two su- 
tures” to affix the conjoined tendon or transver- 
sus abdominus muscle to Poupart’s ligament. 
Inasmuch as there is no weakness of these 
structures, such sutures are unnecessary and 
may, in fact, cause atrophy of the testicle if 
placed in such a way as to constrict the sper- 
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matic cord. If an associated hydrocele is present, 
the distal hernia sac is trimmed with careful 
attention to hemostasis. The so-called “‘bottle”’ 
operation is unnecessary and may impair the 
blood supply and development of the testicle. 
The skin incision is closed with deep subcuticular 
number 000000 white silk sutures in order to 
obviate the small dark lumps along the line of 
closure which will be seen if black silk is used for 
this purpose. Collodion is applied as a dressing 
and the patient may go home the day after opera- 
tion. There need be no restriction as to physical 
activity following discharge. If a bilateral hernia 
repair has been performed, a longer period of hos- 
pitalization is warranted. 

Considerable interest and conflicting opinion 
centers about the advisability of routine bilateral 
inguinal exploration when only a one-sided 
hernia is clinically demonstrable. Since the ma- 
jority of hernias are right-sided (about 80 per 
cent), we concur in the suggested recommenda- 
tion that when a left-sided hernia has been 
repaired, the right side should be carefully ex- 
plored if the operative procedure and the anes- 
thesia are progressing smoothly. 

Inasmuch as it seems quite possible that a 
“bay” of peritoneum might be teased out during 
dissection and thus in effect simulate an inguinal 
hernia where none was actually present we shall 
defer routine bilateral exploration for the time 
being or at least until further evidence is avail- 
able. 

We have observed an added dividend from the 
repair of inguinal hernia in infancy frequently 
enough to allude to it here. A small number of 
infants with an inguinal hernia who also exhibit 
excessive crying, colic, constipation and repre- 
sent feeding problems will experience complete 
relief from these symptoms often enough follow- 
ing operation to suggest that at least in certain 
instances these symptoms may be provoked by 
the troublesome hernia. This should not be mis- 
construed to the point of assuring the parents 
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that by correcting an inguinal hernia, symptoms 
such as colic and constipation will unquestion- 
ably disappear. 


Umbilical Hernia 


The problem of umbilical hernia in infancy is 
quite different from that of inguinal hernia. Each 
of us has had a physiologic umbilical hernia 
during fetal life to allow for growth of the primi- 
tive abdominal cavity and the subsequent return 
of the primitive gut through the umbilical open- 
ing and back into the abdomen. This fascial defect 
or opening then is a necessary one, and usually 
closes at birth or very shortly thereafter. Um- 
bilical hernia is exceedingly common in the Negro 
race and may present a large unsightly protrud- 
ing sac. As the patient grows, starts to walk, de- 
velops and tightens his abdominal musculature, 
the great majority of these fascial defects will 
close spontaneously. Upon examination the phy- 
sician must largely disregard the frequently huge 
protuberant sac and concentrate on palpating 
the fascial defect and assessing its size. If the 
fascial defect at birth or soon thereafter is less 
than 1 cm. in diameter, such that the tip of the 
index finger cannot be insinuated through it, the 
chances are excellent that this opening will close 
spontaneously. If a very large fascial defect ad- 
mits two, three or more fingers, spontaneous 
closure is much less likely. 


TWO METHODS OF REDUCING PROTRUSION 


Adhesive Strapping. Adhesive strapping of the 
umbilical hernia is common and principally 
serves to keep the offending protrusion reduced 
and to pacify the parents while awaiting spon- 
taneous closure. The technique of adhesive strap- 
ping is to invaginate the hernia sac with the 
middle finger, roll up a fold of skin on either side 
with the index and ring fingers, and quickly strap 
down the whole arrangement with a wide piece 
of adhesive tape and attempt to remove one’s 
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hand—all in one motion. An occasional mother 
develops astonishing dexterity in performing this 
trick, but for the average individual the execution 
leaves much to be desired. The strapping is hard- 
ly made easier by the infant who invariably cries 
lustily, kicks, wriggles and tries every conceiv- 
able means of resistance. 

Elastic Circular Belt. Far simpler is the use of 
a circular belt of two-way stretch elastic which 
accomplishes the same purpose and avoids the 
irritation, excoriation and sometimes, infection 
of the skin resulting from long-term use of ad- 
hesive tape. 


INDICATIONS FOR SURGICAL REPAIR 


The indications for surgical repair of umbilical 
hernia include: (1) very thin atrophic skin at the 
tip of the sac (rupture is rare but reported in the 
literature); (2) incarceration (rare, but we have 





observed two instances each in 5-year-old Negro 
girls with incarcerated omentum in the hernia 
sac); (3) increasing size of the fascial defect—not 
the sac, and (4) persistence of the defect without 
evidence of closure after the age of 2 or 3 years or 
beyond. It is practical to also include the occa- 
sional instance in which parents insist upon cor- 
rective surgery despite the knowledge that spon- 
taneous closure may take place. 

When it is necessary to repair an umbilical her- 
nia, this should be done under general anesthesia 
using a small curved incision which is placed in 
the umbilical skin and after operation leaves a 
barely visible scar. Under no circumstance should 
the umbilicus be excised. The patient may be 
discharged the day after operation. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 





Maternal Mortality by Region, County and Class 


AS WAS TRUE 20 years ago, the Southern states still have the highest maternal mor- 
tality rate; the Northeast, North Central and Pacific states have the lowest. The New 
England states lead with 2.9 deaths per 10,000 live births and in this area, Ver- 
mont is tops with 1.6 in contrast to Mississippi’s 14.1 deaths per 10,000 live births. 
Rural or urban living also affects the maternal mortality rate. Two decades ago 
rural women had a more favorable record than urban—55 per 10,000 live births for 
rural against 64 for urban. Today, the trend has reversed—5.4 for rural and 4.2 for 
urban. There is even a greater difference between nonmetropolitan (6.0) and metro- 


politan (3.8) counties. 


Social classification (by occupation of husband) lends to the variation of maternal 
mortality. Those in the professional category have a maternal mortality rate one- 
third lower than the average. Those of unskilled occupations exceed the average by 


one-third. 


The three major causes of maternal mortality today are toxemia of pregnancy 
(25 per cent of all maternal deaths), hemorrhage of pregnancy or delivery (20 per 
cent of all maternal deaths) and sepsis (20 per cent of all maternal deaths). Fifty to 
90 per cent of all maternal deaths are thus caused by “‘preventable”’ factors. 
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Fallacies in the Management of the Pigmented Mole 


DAN J. KINDEL, M.D. 


Department of Dermatology 
University of Cincinnati College of Medicine 
Cincinnati, Ohio 


There are many fallacies that have been 
perpetuated over the years in relation 

to the pigmented mole. The author covers 

these fallacies one by one and then outlines 

a procedure for accurate diagnosis, particularly 
the differential diagnosis between moles 

that are malignant and those that are benign. 


IT Is A PECULIAR PARADOX that pigmented lesions 
of the skin are the most common of all tumors, 
that they are easily observable and although 
much is known about them, there are many obso- 
lete fallacies existing about their modern manage- 
ment. Many clinicians, because of their earlier 
training, perpetuate these fallacies and approach 
a pigmented tumor with uncertainty and inde- 
cision as to its management. 

The most important questions to be answered 
are: Which pigmented mole is benign, which is 
potentially malignant and which is showing signs 
of early malignant changes? It is important to 
know exactly what any given lesion means in 
terms of seriousness to the patient. The mechani- 
cal job of removing the lesion is of lesser impor- 
tance, though at times it requires great skill. 

In the light of newer concepts and develop- 
ments of the last 15 years, both clinical and micro- 
scopic, certain fallacies of long-standing must now 
become obsolete and be replaced by new and 
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more accurate diagnostic criterion. The clinician 
must familiarize himself with this newer knowl- 
edge to avoid serious consequences to his pa- 
tients. 


Fallacies 
COLOR 


It has long been thought that the colors black, 
blue-black, dark brown-black, slate gray in pig- 
mented lesions are positive signs of malignancy 
or potential malignancy. Actually, many pig- 
mented lesions are completely benign and require 
only simple, corrective measures if they become 
annoying or frightening to the patient. Color can- 
not be depended upon for diagnostic purposes 
and is no criterion for clinical evaluation pur- 
poses (Figures 1, 2, 3 and 4). 


TRAUMA, IRRITATION, INJURY 


There is a long-standing impression, almost a 
doctrine in the medical profession, insurance 
companies and the laity that these factors can 
cause a benign lesion to become malignant. For 
many years this fallacy has been taught and 
handed down by word of mouth in medical teach- 
ings. Nothing is further from the truth. I person- 
ally have been unable to find a single well-docu- 
mented case of a nevus developing into a malig- 
nant melanoma as a result of these influences. 
There is much presumptive, but practically no 
factual evidence to support this viewpoint. Two 
groups of authors, Allen and Spritz, and Gold- 
man and Richfield, have reported an increase in 
the number of junction nevi during pregnancy 
and after the use of steroid therapy. 

Concerning trauma, Catlin, speaking before 
the New York Surgical Society in 1954, and re- 
porting on 101 cases of melanoma, stated: “‘Sev- 
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Fallacies 
in the Management 
of the Pigmented Mole 


eral authors have maintained that trauma (both 
single and repeated) has produced malignant 
changes in previously benign nevi. Among our 
cases, trauma was not an important factor in the 


UNRELIABILITY OF COLOR 





FIGURE 1. Benign, seborrheic keratosis. This is a very com- 
mon lesion of the face, shoulder, back and torso. It is very 
harmless. Note the very black color. 





FIGURE 2. This is the same as Figure 1 except the multiple 
lesions are all shades of brown and black. This too is a harm- 
less condition. 
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development of a melanoma; the evidence seems 
to favor quite the reverse conclusion. Growth and 
malignant change in the tumor frequently pre- 
ceded the history of injury.” 





FIGURE 3. Smooth slate blackish-brown nodule. This dermal 
cellular nevus is benign, harmless, not frequently seen, and 
contains dense masses of extracellular pigment and nevus cells. 





eae See ee 


FIGURE 4. The blue nevus (Jadassohn) is slate blue-black 
and usually benign. Its color is almost diagnostic of a benign 
condition. This lesion is uncommon. 
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Walton, Sage and Farber (Stanford Univer- tip of the lesion was shaved off with a scalpel. 


sity) in 1957 and 1958 stated: “Initial biopsy was Electrodesiccation of the base was then done. 
done on 168 pigmented lesions, junction and com- “Rebiopsy was done in three to nine months. 
pound.” Irritation was produced as follows: “The In no biopsy, either first or second, was there 


BENIGN MORPHOLOGIC TYPES 





FIGURE 5. This is a light brown dome-shaped dermal cellular FIGURE 7. These are polypoid multiloculated projections in a 
nevus. This type of nevi can be any shade of pigment but iis tight mass which are partially fused together. The surface sug- 
color is uniform. The growth, if any, involves a period of gests a cauliflower in appearance. It is sometimes constricted 
years. Any therapy which destroys the tissue growth is ade- at the base and often confined to the epidermis in depth. This 
quate. This is a relatively harmless lesion. is a harmless lesion. 





FIGURE 6. This is a sessile-shaped dermal cellular nevus. It FIGURE 8. This lesion is pedunculated on a stem or pedicle 
ts slate blackish-brown and elevated with a constricted base. and is always benign. 
Otherwise it is the same as Figure 5. 


GP april 1961 89 








mbt =~) a ttn & 


56 ROS OB Hs 5 


aa 


oe TR SO be 


ae. oe ee 





Fallacies 
in the Management 
of the Pigmented Mole 





FIGURES 11 and 12. Compound nevi. Beginning as junction 
nevi, they evolve gradually and slowly (years) to contain ele- 
ments of both junction and benign dermal cellular nevi. They 
can be in papular, nodular or conical forms and they are 
POTENTIALLY MALIGNANT LESIONS always elevated. They are potentially malignant. 





FIGURE 9. This junction nevus has a flat, brown, irregular 
fuzzy border but there are no changes in surface contour. It has 
foci or biobs of light and darker pigment. It is benign but po- 
tentially malignant. 





FIGURE 10. This is an activated junction nevus. Its rapid FIGURE 13. This is a verrucoid lesion which may or may not 
early growth and elevation of darker brown areas suggests a contain junctional elements in prepuberty. 
conversion to malignancy (melanoma). 
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evidence of malignant change nor of change of 
metaplastic cell morphology.” 


BIOPSY 


Another popular and current misconception is 
the fear that partial biopsy of a benign or a 
malignant lesion is a dangerous procedure and 
may disseminate the neoplasm. This has no 
foundation of fact and is pure conjecture. Ber- 
tram Shafer of the Department of Dermatology 
and Graduate School of Medicine at the Univer- 
sity of Pennsylvania states: “There seems to be 
a widespread fear that excision or biopsy of a 
melanoma precipitates its spread. One need only 
point out the great variability in the behavior of 
these lesions and their totally unpredictable meta- 
static period from zero to 20 years to demon- 
strate that such an assertion cannot be proved. 
Because melanoma in its early state is so often 
misdiagnosed and especially because benign 
lesions are so frequently mistaken for melanoma, 
unless the lesion is small, so that it can be totally 
excised without mutilation or cosmetically un- 
desirable effect, a partial biopsy should always be 
preliminary to more extensive surgery.” 

Nathan Lane, Raffaele Lattes and James 
Malm in the Journal of Cancer, September and 
October, 1958, state: “In our opinion radical oper- 
ations for cancer in general, and for malignant 
melanoma in particular, should never be under- 
taken without previous histologic proof that can- 
cer is present. This is a rule that suffers only few 
exceptions and if we do not follow it, sooner or 
later, we will find that a major, and even a 
mutilating operation has been performed for a 
benign condition that clinically simulated cancer. 

“In our experience we have seen several ex- 
amples of benign lesions such as seborrheic kera- 
toses or pigmented nevi, that had changed in 
appearance because of infection; exogenous pig- 
meniation mistaken for a superficial spreading 
malignant melanoma, etc., that were treated 
with major surgical operations because experi- 
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enced clinicians had no doubt about their malig- 
nant nature.” 

Sachs, MacKee, Oscar Swartz and Pierson in 
an article in JAMA September 27, 1947, state: 
“The microscopic picture of a junction nevus is 
definite and the diagnosis can always be made 
easily. However, differences of opinion exist as 
to the advisability of removing such tissue. Some 
believe that this may initiate activity in the le- 
sion while others consider that biopsy is necessary 
and not contraindicated. We agree with the latter 
group for the following reasons. 

“First, we have studied tissue on which numer- 
ous clinical diagnoses other than junction nevus 
have been made. Even though the microscopic 
diagnosis proves to be a junction nevus, we have 
never known cancer to develop as a result of this 
practice nor has biopsy increased the degree of 
malignancy in existing nevocarcinoma. 

“Second, there is often no alternative to 
biopsy, for on such sites as the nail bed, fingers, 
toes, penis, vulva, nose, eyelids, lips and in the 
mouth suspected lesions cannot be removed by 
wide excision without causing serious disfigure- 
ment and damage. Since there are many rela- 
tively benign lesions which may simulate junc- 
tion nevus and nevocarcinoma, we consider this 
type of operative procedure is not justified with- 
out a definite microscopic diagnosis. 

“Third, many authorities have stated their 
belief that there is practically no possibility of 
disseminating tumor emboli to distant parts by 
the careful removal of material for biopsy. 
Among these are Wood, Ewing, Hellwig, Boyd, 
Donnelly and Satenstein. MacKee and Cippalaro 
have stated that, ‘the advantage of and the ne- 
cessity for a careful microscopic examination are 
now fairly well understood by the medical pro- 
fession.’ Formerly it was considered dangerous 
to perform a biopsy in the presence of a malig- 
nant neoplasm. It is now the concensus of 
opinion among students of cancer that a properly 
conducted biopsy is without danger.” 
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Fallacies 
in the Management 
of the Pigmented Mole 


Diagnosis 

The vast majority of pigmented nevi, whether 
benign or potentially malignant, may be recog- 
nized clinically and objectively by their gross 
appearance, topography, form and outline, ele- 
vation, character of the margin or border and 
presence or absence of a pedicle. Where any 
doubt exists, a partial biopsy and microscopic 
examination by a dermatopathologist, considered 
with the clinical appearance, will give a definitive 
diagnosis in as high as 98 per cent of all cases. In 
the light of our present knowledge, there is little 
excuse for error in the diagnosis of these lesions. 

Figures 5, 6, 7 and 8 represent morphologic 
types which do not develop into melanoma and 
are usually benign in character. Shafer originally 
called attention to this classification. 

Figures 9, 10, 11, 12 and 13 are examples of 
common melanocytic nevi which can develop 
into malignant tumors (melanoma). It has been 
variously estimated that the chance of this ma- 
lignaney occurring in any given lesion in this 
group, is from one in 500,000 to one in 1,000,000. 
With one exception (Hutchinson’s malignant 
freckle, which appears late in life) these lesions 


are the only manner in which malignant melano- 
ma can primarily occur in the skin. 


Basic Principles of Therapy 


1. Therapy should only be undertaken after a 
definite diagnosis has been made. 

2. Benign lesions may be removed by any 
method which produces an acceptable or a supe- 
rior cosmetic result without mutilation or de- 
formity. This includes hot cautery, electrocau- 
tery, liquid nitrogen, dermal abrasion, shaving, 
curettage and, in some instances, low or high 
voltage radiation therapy. 

3. Where a diagnosis of activated junction 
nevus or melanoma has been made, these should 
be excised. 

4. No advantage is gained by wide excision. 
Local recurrences are rare and wide excisions are 
seldom successful. 

The questions remaining to be answered are: 
How wide is wide? Is not wide excision the biggest 
biopsy of all? 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 





Errata 


Four PAGEs of Drs. Finnerty, Hill and Messina’s March issue article, ‘Modern Shaving Techni- 


ques in Relation to Lesions of the Skin,” were inadvertently transposed and do not appear in the 
proper sequence. The pages are numbered in sequence but the text material is transposed. Pages 
now numbered 88 and 89 should be renumbered 90 and 91. Pages now numbered 90 and 91 should 


be renumbered 88 and 89. 
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Sinus Trouble: Fact or Fancy? 


HARVEY C. GUNDERSON, M.D. 


Mercy and Children’s Hospitals and the Toledo Clinic 
Toledo, Ohio 


So-called “‘sinus trouble’”’ is a common malady. 
More often than not, it is not associated 

with disease of the sinuses, nor is it due 

to a serious disorder. However, persistent 
so-called “‘sinus trouble’’ deserves careful 
investigation until a definite diagnosis 

has been reached. This process may require 
the services of a variety of special tests. 

The treatment ranges from simple 

to complicated measures, depending upon 
the cause of the symptoms. 


IF WE ACCEPT the self-made diagnosis of “sinus 
trouble” with which many patients come to us, 
then this affliction is one of the most common to 
beset mankind. However, as practitioners of the 
science and art of medicine, we are obliged to 
make a scientific diagnosis before beginning treat- 
ment of a patient’s disorder. In my experience, 
patients commonly misdirect their attention to 
their sinuses when suffering from symptoms re- 
ferable to the upper respiratory tract or sinus 
areas, and it is unfortunately true that physi- 
cians sometimes share this mistake with their 
patients. Occasionally one is tempted to conclude 
that a physician has wrongfully blamed sinuses 
as the cause of symptoms which he was unable to 
explain satisfactorily to the patient. Sifting the 
wheat from the chaff brings us to the conclusion 
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that many of the symptoms attributed to sinus 
trouble are, in fact, due to other causes; and con- 
versely, that disorders of the sinuses sometimes 
bring about symptoms wrongly attributed to 
other pathologic changes. 


Definition of ‘Sinus Trouble’ 


By “sinus trouble” let us mean symptoms re- 
ferable to the upper respiratory tract and adja- 
cent areas, whether rightly or wrongly. It be- 
hooves us to understand these symptoms as well 
as possible as they are very important to a large 
number of our patients. Let us admit that many 
of the symptoms attributed to “sinus trouble” 
have nothing to do with the paranasal sinuses. 
Some of them do to a degree, but most of those 
attributable to the upper respiratory tract are 
due to disorders of the nasal passages rather than 
the paranasal sinuses. Such symptoms include 
a great variety of aches and pains, postnasal 
drip, alternating obstruction of the two sides of 
the nose, “sinus colds” and a host of similar and 
dissimilar complaints which could be elaborated 
on at great length. 


Functions of the Sinuses 


In order to better understand disorders of the 
upper respiratory tract, including the accessory 
nasal sinuses, let us review the physiology. Quite 
a few theories have been propounded to explain 
the functions or usefulness of the sinuses and, of 
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Sinus Trouble: 
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them all, three seem especially attractive. There 
might be some merit, for instance, to the idea 
that the sinuses help to lighten the skull. Cer- 
tainly, this seems to be the case in the elephant. 
Another attractive thought is the one attributing 
a resonating function to the sinuses. It might be 
said that the air spaces provide sounding boards 
for the voice. However, the most intriguing 
theory is one proposing that the sinuses act as 
buffer areas to help protect vital structures more 
deeply situated within the skull from fatal dam- 
age. It seems plausible that the sinuses, protect- 
ing the base of the skull and its associated struc- 
tures, do indeed have a protective function. It is 
interesting, in speculating along these lines, to 
recall that the sinuses are better developed in the 
male sex than in the female. 


Functions of the Nasal Passages 


The nasal passages serve many functions, and 
it is disturbance of these functions which causes 
many of the symptoms commonly attributed to 
sinus trouble. Let us review the functions of the 
nose. 


OLFACTION 


The first to be thought of, perhaps, is that of 
olfaction. It is smell which invites our attention 
to a pretty flower or an enticing meal, or brings 
back a memory of many years ago or warns us of 
danger, such as smoke in our nostrils awakening 
us in the dead of night. Along with smell we must 
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mention the sense of taste, so important in the 
enjoyment of our food. 


RESPIRATORY PASSAGEWAY 


Another function of the nose is to provide a 
respiratory passageway. It lets us breathe air 
into our lungs and exhale it. A child born with 
complete closure of the nasal passages is in dire 
straits and at times may require tracheotomy to 
save his life. The nose also gives a passageway for 
air to enter the sinuses, the eustachian tubes and 
the middle ears. 


AIR-CONDITIONING FUNCTIONS 


The nasal mucous membranes are constantly 
secreting fluid, to the quantity of between 1 
and 2 L. per 24 hours, for proper humidification 
of inspired air, whether we are in a desert, 
a teeming jungle, the polar regions or elsewhere. 
Air which is breathed in contains particulate 
matter, some of which is removed by the vibris- 
sae or hairs in the nostrils, but some of which is 
picked up by the mucous film covering the nasal 
mucosa by direct impingement or by the attrac- 
tion of electrostatic forces. This particulate mat- 
ter includes bacteria, and an enzyme in the mu- 
cous film destroys the bacteria. The mucous film 
with its entrapped debris is carried by ciliary 
activity to the nasopharynx. Swallowing carries 
it on into the esophagus and stomach. Besides 
cleansing and moistening the air, the nasal 
structures (in particular the turbinates) bring the 
temperature of the inspired air to a temperature 
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of Medicine of Toledo and Lucas County. 
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appropriate for the lower respiratory tract, 
whether the inspired air is hotter or colder than 
the internal environment. 


RESISTS INFLOW OF AIR INTO THE TRACHEA 


The upper respiratory tract does more to the 
air than provide passageway and prepare for the 
airway below. The nose and its internal structures 
offer resistance to the free inflow of air into the 
trachea. The amount of resistance provided to 
the flow of air from the atmosphere to the lower 
respiratory tract is estimated at approximately 
50 per cent. Some believe that this resistance has 
a beneficial effect upon the gaseous interchange 
going on in the distal portions of the respiratory 
tract, perhaps principally in the alveoli. There is 
no doubt that this impediment to the free ex- 
change of air has an effect upon the circulation. 
Principally this is manifest in the return flow of 
blood via the great veins to the heart. 


REGULATES BODY TEMPERATURE 


A function of the nasal chambers only recently 
realized to be true is that they have a body tem- 
perature regulating power. In man, this is de- 
veloped to a minor degree and is not as important 
as in other forms of life, as mankind has accessory 
means of temperature regulation, principally the 
evaporation of perspiration from the skin. How- 
ever, there are aquatic mammals in whom tem- 
perature regulation is largely carried out via the 
nasal structures. These animals are so well in- 
sulated against their environment by their blub- 
ber and a heavy film of peculiar mucus on the 
skin, that well-developed turbinates are very im- 
portant in temperature regulation. 


EXTERNAL NASAL PYRAMID 
IS ESSENTIAL TO NORMAL ANATOMY 


The external nasal pyramid is essential to the 
hormal contour anatomy of the face. The average 
or ordinary individual probably gives only an oc- 
casional thought to the fact that his or her nose is 
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not quite perfect. But the person who has an un- 
sightly nose, or the person who has been made to 
think his nose is unsightly (even though perhaps 
unjustly) has deeply rooted psychologic prob- 
lems which are a real challenge. Instead of psy- 
chosomatic disease, we have somatopsychic dis- 
ease. 


Factors Interfering with Function 
of Sinuses and Nasal Passages 


Now that we have reviewed the physiology of 
the nose and accessory sinuses, let us consider 
factors interfering with good function and there- 
by giving rise to symptoms attributed to sinus 
trouble. As an aid to the memory it is useful to 
remember the vowels of the alphabet. 


ALLERGY 


A stands for allergy, and allergy can cause a 
multiplicity of complaints referable to the upper 
respiratory tract and adjacent areas to account 
for the symptoms called “sinus trouble.” In fact, 
the allergic swelling in the mucosa of the sinuses 
can cause distressing pain in and around the eyes 
on a truly allergic basis. 


ENDOCRINE IMBALANCE 


E stands for endocrine imbalance, which in my 
experience has been principally hypothyroidism. 
Proper treatment of the patient’s hypothy- 
roidism is very important for real relief of his so- 
called “sinus” symptoms. An endocrine factor is 
also at work during pregnancy and some ex- 
pectant mothers have a distressing time with 
nasal obstruction and headaches until a week or 
two after the baby’s birth. 


INFLAMMATION 


I stands for inflammation; but it includes not 
only the acute and chronic infections of the 
nasal chambers and accessory sinuses, but also 
inflammation due to other means, principally 
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Sinus Trouble: 
Fact or Fancy? 


smoking. Smoking is more commonly a cause of 
so-called “sinus” symptoms than people realize. 


OBSTRUCTIONS 


O stands for obstructions; these are commonly 
associated with anatomic deformities of the nasal 
septum. However, associated external deformities 
occur and must be treated along with the condi- 
tion of the septum for best results. 


PSYCHOLOGIC FACTOR 


U stands for You, the individual, as an emo- 
tional being. Many of the symptoms attributed 
to sinus trouble are associated with factors for 
which no organic cause can be found and there- 
fore, one is tempted to believe that they are on a 
psychologic or emotional basis. To be complete 
in our alphabetical review, let us include the 
letter Y, which stands for wild tumors, fortu- 
nately not common. 


Evaluation of Symptoms 


How do we evaluate all of these factors which 
can contribute to the symptoms of which the 
patient complains? 


HISTORY 


Securing a good history is very important. 
Here are some of the points advisable to cover: 
Are the complaints constant or intermittent, 
sudden or insidious, responsive to treatment or 
not, associated with symptoms referable to 
other parts of the body? If there are pains and 
aches, where are they located? Does position, or 
sleep, or weather, or season or work affect com- 
plaints? How much sleep is required? What are 
the sleeping habits? Smoking habits? Habits of 
alcohol consumption? Dietary habits? Changes 
noted in skin, hair, nails, weight? Changes in the 
menses, in women. Symptoms worse on one side? 
Areas of tenderness ever noted? Sore throats? 
Sore throats worse on one side? Throat feel dry? 
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How many handkerchiefs used per day? What 
about discharge on blowing the nose? Are there 
allergies in the family? Other lines of inquiry sug- 
gest themselves in each case. 


PHYSICAL EXAMINATION 


The physical examination is very important. 
An appraisal of the patient’s over-all attitude 
and bearing is worthwhile. Temperature and 
blood pressure recordings should not be neg- 
lected. To examine the eye grounds with an 
ophthalmoscope is sometimes very informative. 
Inspection and palpation of not only the nose and 
adjacent structures, but of the entire head is in 
order. Anterior rhinoscopy before and after the 
use of shrinking medication is in order, as well as 
the use of a posterior nasal mirror used through 
the mouth and the use of a nasopharyngoscope. 
Transillumination of the sinuses is sometimes 
very helpful and smears and cultures of nasal 
secretions can also be helpfu). Routine x-ray 
studies as well as body section roentgeno- 
grams or x-rays with contrast media in the si- 
nuses are often valuable. However, a negative 
x-ray does not exclude nasal or sinus disorders. 
As a last step under diagnostic aids, let me men- 
tion exploratory surgery. This is a relatively 
harmless procedure invaluable in assessing what 
looks like a tumor in a sinus. 

It is hoped that the foregoing provides a back- 
ground for better understanding of the patient 
complaining of sinus trouble. Seeing an individual 
with symptoms which he attributes to sinuses, 
we must use all the means we have at hand in 
arriving at a tentative diagnosis of the etiology 
of his complaint. He may have hypertension, 
migraine, myositis, an allergy to chocolate, glau- 
coma, an unerupted or abscessed tooth, a cyst or 
polyp or osteoma in a sinus, a deviation of the 
nasal septum or even a sinus infection. It may 
be that he smokes too much for his own good and 
feels obliged to drink too many cocktails to be 
sociable, or that she has premenstrual tension or 
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both of them may have a daughter who is mar- 
ried to a bounder. And let us not forget the pa- 
tient who has a brain tumor. 


Misconceptions Regarding Sinus Trouble 


It might be well to consider here some current 
misconceptions regarding sinus trouble. Nose 
drops are only rarely beneficial. Many believe 
they can perpetuate nasal obstruction. There 
is no doubt that climate has an influence. 
Chronic nasal obstruction does not spell sinus 
disease; it may be due to many causes. Alternat- 
ing nasal obstruction is not abnormal; it is 
physiologic. (The turbinates on one side are com- 
monly more engorged than the turbinates of the 
other and this permits a greater amount of air to 
go through the more open, or patent, side. From 
time to time, in cycles varying in length from 15 
minutes to two or three hours, the turbinates of 
the congested side become small and the passage- 
way opens, and conversely the turbinates on the 
formerly open side become congested and close 
off the nasal passageway; thus allowing more air 
now to be breathed through the formerly quies- 
cent or resting side.) 

Once a sinus has been punctured, it does not 
have to be done repeatedly throughout the rest 
of the patient’s life. Once a patient has an opera- 
tion on his nose, the nose is not ruined. Modern 
methods of treatment and surgical techniques 
promise much better results than those of a 
decade ago. 


Incidence of Sinus Operations 


The incidence of sinus operations is certainly 
less now than it was ten years ago. My experience 
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has included a total of 25 sinus operations in a 
period from January 1, 1956 through June 30, 
1959. 

Five patients had a cyst in the maxillary 
sinus associated with symptoms, and were re- 
lieved by eradication of the cyst through a 
sinusotomy opening. Two patients had oroantral 
fistula following tooth extraction, which was as- 
sociated with chronic suppurative sinusitis not 
responding to treatment; and accordingly, closure 
of the oroantral fistula was carried out in con- 
junction with a Caldwell-Luc operation with re- 
lief of symptoms and cure of the sinus disorder. 
Two patients had a pyocele of the frontal sinus 
which was treated successfully by an obliterating 
frontal sinus operation. One patient had a pyocele 
of the maxillary sinus, treated by the creation of 
a very large window in the inferior meatus and 
antibacterial medication. One patient had a 
fistula in the forehead extending into the frontal 
sinus, following injury with an ax some 40 years 
ago as a child of 12. This was treated by a con- 
servative frontal sinus operation with closure of 
the fistula and relief of symptoms. 

Two patients had mixed salivary gland tumors 
involving the maxillary and ethmoid sinuses. One 
has been cured by partial maxillectomy and 
ethmoidectomy, but the other patient did not 
survive maxillectomy by more than one day. She 
was a 73-year-old female with a highly malignant, 
invasive tumor. Five patients had squamous cell 
carcinoma of the maxilla. One has such extensive 
disease that cobalt irradiation is currently being 
given and there is little hope for cure. The other 
four underwent maxillectomy and postoperative 
irradiation. Two appear to be well, but two have 
succumbed to local recurrence and distant metas- 
tases. 
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Fetal electrocardiography 

is not difficult. Good tracings 

can be obtained as early as 15 weeks’ gestation, 
and after 20 weeks’ gestation 

the electrocardiogram is invaluable 

in determining the viability of the fetus. 

The electrocardiogram can also 

detect multiple pregnancies and determine 

the position of the fetus. 


Practical Fetal Electrocardiography 


FRANK SHUBECK, m.p. 


Department of Obstetrics and Gynecology 
University of Oregon Medical School Hospitals and Clinics 
Portland, Oregon 





98 


IS THAT OBESE PATIENT you have examined really 
pregnant? Is that rapidly enlarging abdomen a 
twin pregnancy or an hydatidiform mole? During 
labor is there fetal distress or is the baby dead? Is 
there confusion at times about fetal position? 
You can determine the answers to these ques- 
tions in most instances by fetal electrocardiog- 
raphy. What’s more, you can do this without 
much additional equipment or special training. 
Tremendous advances have been made in 
electronics in the past few years. Medicine has 
demanded that at least a small portion of “his 
progress be deployed to the study of physiologic 
phenomena. Although the first fetal eleciro- 
cardiogram (F-ECG) was recorded in 1906 
(Table 1), relatively little was accomplished until 
the early 1940’s when more sensitive equipment 
was developed. Since the end of World War II, 
certain electronics manufacturing firms have 
directed part of their potential to the medical 
market. Consequently, much instrumentation 
useful to the practicing physician is now avail- 
able. The introduction of transistors has reduced 
the bulk and weight of electronic equipment, 
thereby placing these instruments into offices, 
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clinics and hospitals where they have practical 
value. 


Materials 


At the University of Oregon Medical School 
Hospitals and Clinics, we have investigated the 
use of the fetal electrocardiogram to provide 
answers to the previous questions in 140 patients 
in three months (September to November, 1959). 
We find that a relatively inexpensive commerci- 
ally available preamplifier coupled with a stand- 
ard electrocardiograph is entirely satisfactory 
for recording the electrical activity of the fetal 
heart. (Both the preamplifier, Model 55, and 
standard ECG, Model 100, which we used were 
from Sanborn Company, Waltham, Mass.) Thus, 
the possessor of an electrocardiograph need only 
purchase a preamplifier to obtain vital practical 
information about the fetal heart. The electrodes 
he will use can be good conductors simply ap- 
plied tightly to the skin (Figure 1). 


Methods 


The patient is asked to empty her bladder. She 
is then placed in a supine position on a noncon- 
ductive surface (Figure 2). Her arms are ex- 
tended alongside the trunk, but not touching the 
body and her feet are placed about 15 in. apart. 
Two areas in the midline of her abdomen located 
immediately above the symphysis and about 6 
to 10 cm. cephalad to the umbilicus are scrubbed 
with aleohol. (When there is some doubt about 
fetal complexes in patients who are 16 to 20 
weeks pregnant, relocating the upper electrode 
to just below the umbjlicus may give improved 
results.) This cleansing removes the superficial 
desquamating cells and results-in reduced resist- 
ance of the skin. 

The medial side of the right leg proximal to 
the medial malleolus is similarly prepared. These 
areas are then wiped dry and an electrode paste 
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rubbed into the skin until redness appears in 
these areas. The resulting increase in skin con- 
ductivity makes this the most essential step in 
the preparation. Two abdominal electrodes are 
then placed on these areas. The right leg lead 
serves as a common ground for the two abdomi- 
nal leads. The wires are connected to the elec- 
trodes and to the amplifying-recording equip- 
ment. Standard speed electrocardiographic trac- 
ings are obtained. We found that after brief ex- 
perience the preparation of the patient and the 
recording takes about 10 minutes. Certainly no 
special training is necessary. 


Interpretation of the Record 


The QRS complexes (representing depolariza- 
tion and electrical conductivity in the ventricle) 
of the mother and fetus are recorded. The R 
wave portion of the QRS complex is all that is 
necessary. The P waves (representing depolariza- 
tion and conduction in the atrium) and the T 
wave (representing repolarization and recovery 
in the ventricle) are of such low frequency that 
they are not recorded with this equipment. In 
examining the F-ECG (Figure 3), several things 
aid in interpretation. 

The first feature is the fairly regular repeti- 
tion of the fetal R wave. A pair of dividers 
aids in establishing two beats. Then, by follow- 
ing this interval with the dividers, other beats 
are more readily noted. The second feature which 
helps to distinguish R wave from artifact is the 
time of the R wave. This is usually about 0.04 
to 0.05 per second. This is fairly constant where- 
as the time of the deflections from artifacts shows 
greater variation. Finally, the amplitude of de- 
flection (voltage) is usually greater for the fetal 
heart than for skeletal muscle or 60-cycle alter- 
nating current. By establishing four consecutive 
beats, an ordinary ECG ruler can be used to cal- 
culate the average of three beats and the rate 
may be read directly from the scale. 
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Since minute voltages, 10 to 100 microvolts 
(1,000,000 microvolts=1 volt), are being ampli- 
fied, electrical interference must be kept to a 
minimum (Table 2). We have found that the 
patient must be relaxed, limp and quiet to re- 
duce spurious electrical activity from striated 
muscle movement. This is most pronounced in 
the excitable or apprehensive patient. We have 
reduced artifacts produced by the patient’s 
respiration by having her breathe slowly and 
shallowly. Special attention is required to assure 
excellent contact between the skin and elec- 
trodes. If one is certain that there is a good 
ground connection between the preamplifier and 
electrocardiograph and between the electro- 
cardiograph and some external ground, such as a 
cold water pipe, 60-cycle current interference can 
be reduced or eliminated. Nevertheless in spite 
of minor artifacts, we are able to produce en- 
tirely satisfactory fetal electrocardiograms for 
clinical use. 
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FIGURE 2. Apparatus set up for recording. Silver electrodes 
are being used. 
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FIGURE 1. Materials necessary for recording F-ECG. Only 
one set of electrodes is required. Either of the patient cables may 
be used with the appropriate electrodes. 
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Is There a Living Fetus? 


Using this standardized procedure and equip- 
ment, one can record the fetal electrocardiogram 
(F-ECG) sporadically prior to 15 weeks’ gesta- 
tion, but quite consistently from 15 to 20 weeks’ 
gestation (Figure 4). After 20 weeks, we have 
been able to obtain a record on a living fetus in 
nearly every patient (Figures 5 through 8). Conse- 
quently, we know almost immediately that a pa- 
tient is carrying a living fetus, despite obesity or 
polyhydramnios. X-ray is used sometimes, per- 
haps injudiciously, in early pregnancy to detect 
a fetus. For this purpose fetal electrocardiog- 
raphy, in all cases in which the fetal heart ac- 
tivity can be recorded, eliminates the need for 
the use of x-ray with its concomitant hazards to 
the developing fetus. 

When a rapidly enlarging abdomen was noted 
and a F-ECG obtained, we always were able to 
distinguish between a single pregnancy or twins. 
Thus, it is possible to exclude hydatidiform mole 
by this simple procedure. It is true that a mole 
and a living fetus may, on rare occasions, coexist, 
but the incidence is so slight that for practical 
purposes, a mole may be excluded as a diagnosis 
if a living fetus is present. 

Whenever there is doubt about a living fetus, 
we obtain a F-ECG. A record of the electrical 
activity of the fetal heart dispels any doubt about 
fetal life. Whenever we have been unable to hear 
the fetal heart and electrical activity could not 
be demonstrated on the F-ECG, a stillborn fetus 
has always been delivered. 


Is There More Than One Fetus? 


Because it is unlikely that the fetal hearts of a 
multiple gestation would beat so synchronously, 
that all beats would be initiated at precisely the 
Same time and rate, minute variation can be re- 
corded (Figure 9). Even if the beats did occur 
simultaneously, the voltages would be additive 
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TABLE 1. 


Historic Tabulation 





1903 


1906 


1930 


1936 


1938 


1941 


1944 


1955 


1958 


Einthoven: 
Invented string galvanometer. 


Cremer: 
In Germany, published first fetal ECG using string gal- 
vanometer. 


Maekewa and Toyoshima: 

Added amplifier to string galvanometer. 

Strassman: 

Published first American article on fetal electrocardiog- 
raphy. 

Bell: 

Used termionic valve electrocardiograph. Obtained R 
waves of several millimeters deflection. 

Monroe: 

Used preamplifier with standard electrocardiograph. 
Patten: 

Published recorded sequence of events about the origin 
of electrical activity and cardiac embryology in chick. 
Bernstine and Borkowski: 

Summarized literature on fetal electrocardiography. 

Hon: 

Published concept of instantaneous fetal hzart rate ob- 
tained during labor. 





TABLE 2. 


Sources of Interference 





Somatic muscle stimulation 
1. Anxiety-Tension 
2. Movement 


a. Mother 
b. Baby 


Excessive respiratory excursions 


Poor electrode to skin contact 


60-cycle alternating current 


Microphonics—Electron disturbances within the equipment 
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A L, A,P LA, P 


2 
FIGURE 3. Recordings from the same patient using various 
electrodes and positions. M= Maternal R wave. F=Fetal 
R wave. A; refers to the electrode above symphysis. Ae is the 
other abdominal electrode. P is a posterior electrode over the 
sacrum above the gluteal cleft. V; is the supine position with 
the arms alongside the body. V2 is the supine position with 
the forearms flexed and the hands about even with the head. 
L, is the left lateral Sims position with both forearms flexed. 
L, is the same as Ly, but with the right arm extended beyond 
the back. VA: Az gave the best results in nearly all cases. Only 
occasionally did the other positions yield a positive tracing 
when a record could not be obtained with V,A,A2. We did not 
attain superior results with a posterior electrode. 
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FIGURES 4 (above) and 5 (below). Samples of records obtained in our clinic from different patients 
at various weeks of gestation. Some of the tracings are recorded at both 25 mm./sec. (standard speed) 
and 50 mm./sec. Record of patient B.B. at 30 weeks indicates a breech. The fetus remained breech 
and subsequently was delivered as such. 
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FIGURE 6. Records obtained during labor. F=Fetal R wave. M= Maternal R wave. Note there is 
increase in base-line activity but the fetal pulses are easily distinguished. 
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FIGURE 7. Tracings from two 
patients using an old, standard 
electrocardiograph in place of 
the Sanborn Model 100. 


and this would be noted on the record. Occasion- 
ally with twins, we have found it necessary to 
scrutinize the record carefully to distinguish fact 
from artifact. This would require even more de- 
liberation in the case of triplets or quadruplets. 
We have established a routine to obtain a F-ECG 
on each patient 20 weeks or more pregnant in 
order to detect multiple pregnancy at an earlier 
time in gestation. It is most difficult to hear two 
or more fetal hearts at less than 28 weeks of fetal 
life. 


Recognition of Fetal Distress 


The fetal heart remains the best single indica- 
tor of fetal distress. Our tracings show that 
during pregnancy the fetal heart rate varies rela- 
tively little from a range of 145 to 150. There has 
been no significant slowing from 15 weeks un- 
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FIGURE 8. The top tracing shows no fetal heart activity. No 
fetal heart tones were heard and a stillborn fetus was delivered. 
The middle tracing was obtained from an obese individual in 
whom no fetal heart tones could be heard. The presence of fetal 
R wares conclusively proves existence of a viable fetus. The 
lower records are from a patient with Ebstein’s congenital 
heart lesion who was 22 weeks pregnant. Note the peculiar 
configuration of the maternal complexes. The fetal R waves 
appear normal. The patient has not yet delivered. F= Fetal R 
wave. M = Maternal R wave. 


FIGURE 9. Tracings from the same patient with twins. The 
record at 31 weeks (her first clinic visit) was suspicious. Con- 
firmation was obtained at her next visit. Note that all R waves 
are in the same direction, indicating both fetuses are breech. 
They both were delivered as breech. > 
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til the onset of labor. However, in labor the rate 
may vary with uterine contractions. Those in- 
dividuals at term with a living fetus and from 
whom tracings were obtained, never failed to 
yield a positive F-ECG. Continuous or inter- 
mittent recording in labor permits prompt rec- 
ognition of changes in the fetal heart rate. Any 
prolonged depression of the rate below 100 per 
minute during contractions without prompt re- 
covery is considered a manifestation of fetal 
distress. 


Is It Breech or Cephalic? 


The direction of the recorded fetal R wave in 
relation to the maternal R wave is useful for the 
detection of fetal position (Figure 10). We note 
that the fetal breech is over the inlet when the R 
waves of mother and fetus are in the same direc- 
tion; R waves in opposite directions indicate a 
cephalic presentation. Transverse presentations 
are more difficult to detect by this means but 
must be suspected when small voltages are re- 
corded at term. By placing the electrodes in a 
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transverse direction on the abdomen, a maximum 
deflection is obtained. These data serve to rein- 
force the impressions derived from the manual 
examination of the abdomen. 

Positions of twins can also be determined from 
the tracings. Thus, all R waves in the same direc- 
tion indicate that the fetuses are breech. Fetal 
R waves in the same direction but in opposite 
direction to the maternal R wave suggest both 
are cephalic. One fetal R wave in the same direc- 
tion as and one in the opposite of the maternal 
R wave, indicate breech and cephalic presenta- 
tions, respectively. Difficulty in interpretation is 
encountered when one twin is in longitudinal 
and the other is in transverse presentation. The 
heart beat of the twin in transverse presentation 
may not record when the electrodes are in the 
midline of the maternal abdomen. 


Fetal Cardiac Abnormalities 


We have not found any cardiac abnormalities 
in the tracings we have obtained. However, these 
have been reported in the literature. Our expe- 
rience with this method needs to be more exten- 
sive before we can arrive at any conclusions 
about fetal cardiac defects. 


Conclusions 


By means of a relatively inexpensive pream- 
plifier used in conjunction with a standard port- 
able electrocardiograph, an essential part of the 
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FIGURE 10. Possible combinations of fetal presentation. The 
large deflections refer to the maternal R waves. Usually one 
fetal R wave deflection of twins is larger than the other. 


electrical activity of the fetal heart and maternal 
heart can be recorded. A standardized procedure 
which gives most satisfactory recordings in 
nearly all instances has been established. No in- 
tensive training or extensive experience is neces- 
sary to obtain tracings which may be helpful in 
reinforcing or establishing a clinical diagnosis. In 
some cases, F-ECG may serve as a substitute for 
x-ray. We have found it useful in patients in 
whom it has been necessary to determine the 
existence of a normal pregnancy, or to distinguish 
between a hydatid mole and normal gestation, or 
to ascertain life or death of a fetus. The F-ECG 
has facilitated earlier detection of fetal distress 
during labor. When the distinction between 
breech or cephalic presentation is questionable, 
the F-ECG has been found useful in resolving the 
issue. Further investigation is necessary to de- 
termine the practicality of detecting fetal cardiac 
defects by this method. As a clinical adjunct, 
fetal electrocardiography has great merit and 
potentiality. 
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University of Oregon Medical School, Portland. A graduate of the University 
of Michigan School of Medicine, Dr. Shubeck took his internship and Ob- 
Gyn residency at the University Hospital, Ann Arbor. He also served as 
both junior and senior clinical instructor in obstetrics-gynecology at the Ann 
Arbor hospital prior to joining the Oregon faculty. During World War II, 
Dr. Shubeck served a three-year tour of duty as an ensign in the U.S. Naval 
Reserve. He is a member of the Oregon State Society of Obstetricians and 
Gynecologists. 
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Coccidioidomycosis 


B. JOFFE, M.D. 


Bronx Veterans Administration Hospital 
New York, New York 


COCCIDIOIDOMYCOSIS is one of the infectious 
granulomas. About 35,000 clinical cases occur 
each year, and the population growth of Cali- 
fornia, Texas, New Mexico, Utah and Arizona 
(where the disease is endemic) assures us that 
it will increase in importance. The growth and 
mobility of the American population make it 
necessary to recognize coccidioidal disease in 
all parts of the country, even on the eastern 
seaboard. 

The fungus, C. immitis, grows best in warm, 
dry soils. Spores of C. immitis infect animals and 
man by inhalation and multiply by endosporula- 
tion within their hosts. The initial lesion (after 
an incubation of eight to 30 days) is a low-grade 
bronchitis; when enough spores of C. immitis 
cross the bronchial barrier and enter the lym- 
phatics, a caseating pneumonia typically occurs 
within the lung parenchyma—although hard 
tubercules, fibrinous pleurisy, caseous nodules 
and cavitation can also develop. 

Sixty-five per cent of infections are asympto- 
matic, and two-thirds of the remainder undergo 
only a mild upper respiratory illness—mimicking 
a viral upper respiratory illness. In the remaining 
clinical cases, fever, chills, muscle soreness, gener- 
al malaise, headache, bronchitis, pleuritic pain 
and a dry cough are common. Twenty per cent 
of females and 5 per cent of males develop erythe- 
ma nodosum or multiform two to three weeks 
after infection, and these skin manifestations are 
favorable prognostically, since disseminated dis- 
ease rarely follows. Extrapulmonary dissemina- 
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tion is uncommon, but the risk is greatest in 
Negroes and Mexicans. 

There is no typical x-ray. A patchy infiltrate 
is most common, but hilar adenopathy, pleural 
effusion, nodules, miliary spread and cavity 
formation may also be seen. 

An elevated sedimentation rate and an eosino- 
philia in the blood smear are the most common 
laboratory findings. Skin sensitivity to 1:100 
coccidioidin develops two to four weeks after 
infection. A positive test reaction merely reveals 
that infection occurred at some previous time. 
Precipitating antibodies appear early, reach a 
peak three weeks after infection and disappear 
by five months. Complement-fixing antibodies 
appear from one to three months after infection 
and are positive at some time in titer greater 
than 1:2 in 75 per cent of patients with acute 
pulmonary coccidioidomycosis. In titer greater 
than 1:64 they indicate that a spread beyond the 
lungs is a distinct possibility. 

Uncomplicated cases receive bed rest and 
symptomatic care. The patient is inspected daily 
for skin sinuses, skin swelling or bone pain. 
Treatment is stopped when the sedimentation 
rate becomes normal, x-rays indicate resolution 
and symptoms disappear. 

Disseminated disease may be treated with 
amphotericin B, a species of Streptomyces. Com- 
mon side effects of treatment are nausea, twitch- 
ing, hot flushes, chills, pain and a transient rise 
in the BUN level. Relapses are common after 
a course of amphotericin B. 

Extrapulmonary spread formerly proved fatal 
in over 50 per cent of cases, but this figure may 
be improved by amphotericin B treatment. Be- 
cause significant, lasting impairment of pulmo- 
nary function may occur even if there is complete 
healing, and infections develop most often during 
dry periods, programs of dust control should be 
instituted since they have been effective in pre- 
venting new cases. When the disease has healed, 
patients are not susceptible to reinfection. 
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Psoriasis, 1961 


WALTER C. LOBITZ, JR., M.p. 


AND ALBERT E. LARNER, M.D. 


Division of Dermatology, Department of Medicine 
University of Oregon Medical School 
Portland, Oregon 


A GREAT and inexcusable tragedy of modern 
therapy is our nihilistic attitude toward psoriasis. 
Perhaps this attitude exists because we have 
neither a simple “cure” for this disease nor a 
single specific cause for this syndrome. This de- 
featist attitude is difficult to comprehend by 
those who understand all the fascinating, exciting 
and treatable ramifications of the disease. With 
present medical information the physician should 
be able to relieve signs and symptoms of approxi- 
mately 90 per cent of cases, regardless of severity. 

To manage psoriasis properly, the physician 
must be aware of the following: (1) the patho- 
physiology of the disease and of a specific cuta- 
neous lesion; (2) the significance of the type of 
patient (age, sex, occupation, phenotype and 
attitude); (3) the disease’s stage of activity; (4) 
the type of lesion(s) to be treated; (5) the loca- 
tion of the lesion, since different areas respond to 
therapy in different ways; (6) whether associated 
arthropathy is present and, (7) the specific action 
of topical, physical and systemic therapies. It is 
equally important to know what treatments not 
to give and what medications are contraindi- 
cated. 


Pathophysiology 


In the past 10 years more new knowledge has 
been acquired about psoriasis than in the previ- 
ous 50 years. Significant factors of the mechanism 
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of the psoriatic lesion include: the vascular com- 
ponent, the cellular infiltrate, the epidermis and 
the scale. The psoriatic process can be viewed 
fundamentally as involving a pathologic accel- 
eration of epidermopoiesis. This pathologic ac- 
celerated turnover rate of the epidermal cells is 
influenced by the vascular factor and various 
disturbances in the biochemical functions of the 
epidermis. Since the function of the epidermis is 
to make a normal horny layer (stratum corneum) 
under which we live, it is not surprising that this 
accelerated epidermopoiesis produces a different 
stratum corneum which is the characteristic scale 
in psoriasis. This scale and its chemical and struc- 
tural differences should be considered in the same 
light as abnormal glucose metabolism in the dia- 
betic. Sugar in the urine or the blood of the dia- 
betic is not the basic mechanism of the disease, 
yet if one controls this in many different ways, 
the diabetic is more easily managed. Treatment 
that slows down the “benign metaplasia” of epi- 
dermal cells (psoriasis) is also effective in clearing 
the lesion. This is precisely what is accomplished 
with some of the topical and systemic modalities 
of therapy to be discussed. 


VASCULAR COMPONENT 


The vascular factor in psoriasis is a characteris- 
tic and most spectacular tortuosity and elonga- 
tion of capillary loops in the dermal papillary 
bodies of the lesions themselves. This change is so 
characteristic that psoriasis can be diagnosed by 
the microscopic examination of skin capillaries. 
It is not known whether these vascular changes 
are primary or secondary. If blood vessels are 
made to constrict by the local application of a 
vasoconstricting agent such as epinephrine, the 
epidermal cell turnover rate will be slowed and 
the local psoriasis will disappear. At present, this 
is not a desirable, topical approach from the 
clinical standpoint, but it indicates that such a 
systemic approach might be possible in the 
future. Acetylcholine levels in the skin of the 
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psoriatic lesion are 10 to 100 times greater than 
normal. Elevated acetylcholine and cholinesterase 
levels in these psoriatic lesions suggest that the 
vasodilatation is cholinergic in origin. However, 
anticholinergic therapy has not been tried so far. 
Although all these vessels will contract in the 
presence of epinephrine, only about one-third will 
show any dilatation after injection of histamine 
or acetylcholine. Thus, the vessels of the psoriatic 
lesion are under rather continual humoral vaso- 
dilator influences. The phosphorylase activity 
and the alkaline phosphatase activity of the 
endothelial cells of these blood vessels indicate 
that a tremendous amount of metabolic activity 
is present at that level. The adjacent basal cells 
of the epidermis show a large increase in mitotic 
activity (accelerated epidermopoiesis) and any 
device that can alter this metabolic activity 
within the vascular system supplying the epi- 
dermal basal cells will result in a temporary 
return to normal of the overlying psoriatic epi- 
dermis. 


EPIDERMIS 


The epidermis produces a normal stratum 
corneum. This is a very complex biochemical and 
physical-chemical task. To function properly, a 
normal stratum corneum must contain a complex 
water-insoluble fibrous protein called keratin and 
a globular, water-soluble protein that acts as a 
cement substance and is the water-holding com- 
ponent of the stratum corneum. A stratum 
corneum containing less than 10 per cent water is 
brittle and will scale, crack and fissure. Any 
defect in the water-holding protein will result in 
an abnormal and defective surface which is recog- 
nized clinically as a scale. The psoriatic lesion 
regularly has a marked reduction in the amount 
of water-soluble polypeptides, and the charac- 
teristic deficient water-binding property of the 
horny layer which has been associated with a 
high sulfhydryl content and a low, free amino 
nitrogen level. (This information has been used 
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in developing a simple and rapid office laboratory 
test for demonstrating the low, free amino nitro- 
gen content of the psoriatic scales. The test con- 
sists of ninhydrin reaction in a fatty alcohol sul- 
fate (Duponol®) extract of asingle scale. If the test 
is positive, psoriasis is eliminated as a diagnostic 
consideration. A negative test is compatible with 
the diagnosis of psoriasis and with certain other 
scaling dermatoses.) This reduction must be con- 
sidered in topical therapy and an attempt must 
be made to elevate the water content of the sur- 
face of the psoriatic lesion to normal and to main- 
tain it there. 


SCALE REMOVAL 


The psoriatic lesion does not improve as 
dramatically to topical therapy directed at slow- 
ing up the epidermopoiesis if the scale is allowed 
to remain on the lesion. One logical explanation 
is that the thick, micalike scale acts as a physical 
barrier to stop the penetration of topical treat- 
ment. Recent research has shown that the 
psoriatic epidermis is deficient in dipeptidase 
activity, but at the same time the dipeptidases 
are not chemically absent from the psoriatic 
lesion. Thus, though the enzyme is present, it is 
not active in untreated psoriatic skin. However, 
by simply removing the scale from the psoriatic 
lesion, the dipeptidase activity is restored to 
normal. The scale then contains an inhibitory 
factor to this important enzyme system in the 
epidermis. The nature of the psoriatic enzyme 
inhibitor is still unknown. 


INFLAMMATORY RESPONSE OF THE LESION 


The cellular infiltrate that develops in the 
dermis and about the blood vessels in psoriasis is 
usually not marked and is limited mostly to a few 
lymphocytes in the dermis. However, the unique 
feature of all psoriasis is that something in its 
epidermis and/or stratum corneum has an attrac- 
tion for the polymorphonuclear leukocyte. As 4 
result (and in the absence of any microérganism), 
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the neutrophil is attracted out of the capillary 
bed of the dermal papilla. Once out, it is attracted 
up through the epidermis and even into the 
abnormal stratum corneum. Histopathologists 
call this diagnostic change the microabscess of 
Munro. When the accumulation of neutrophils is 
marked, the microabscesses of Munro become 
macro; thus, clinical pustular psoriasis is not 
uncommon, is a variant of regular psoriasis and 
is an indication of the acuteness or severity of the 
disease. In some unusual instances, the neutro- 
phils collect within an edematous epidermis to 
form lakes of superficial, sterile pustules in a 
severely sick psoriatic patient (referred to as the 
Zumbusch type of pustular psoriasis). In pustular 
psoriasis, the disease is more acute, there is a 
high incidence of associated psoriatic arthropathy 
and a different type of topical therapy and a 
more intensive systemic approach is necessary. 
Pustular psoriasis should not be confused with 
psoriasis that is infected with pyogenic micro- 
organisms. 

When the skin is irritated, inflamed or sub- 
jected to chronic rubbing or friction in normal 
individuals, the epidermis will speed up its turn- 
over rate and attempt to make a thickened 
stratum corneum that will act as a callus, more 
or less, to protect itself against additional trauma. 
Since psoriasis also is a manifestation of an 
accelerated epidermal cell turnover rate (albeit 
abnormally so), it does not seem unusual that 
the site of predilection for psoriasis would be at 
such chronically irritated areas as the elbows, 
the knees or the groin. Nor does it seem unusual 
that such a reaction known as the Koebner 
phenomenon exists and is clinically significant. 
This phenomenon consists of a delayed, scaling, 
inflammatory psoriasiform lesion which develops 
10 to 14 days after nonspecific trauma into the 
epidermis (such as a scratch, sunburn or a chemi- 
cal irritant). These lesions are limited in distribu- 
tion to the area of the injured epidermis and occur 
only in patients with very active, eruptive 
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psoriasis. When the clinician is able to observe 
the bizarre patterns of a Koebner phenomenon, 
he has a true clue that the patient is in an acute, 
eruptive phase of the disease. Once again the 
therapeutic approach differs from that of the 
patients with chronic, resistant, relatively sta- 
tionary psoriatic lesions. 


The Types of Treatment 


Effective therapy must: (1) slow down the 
accelerated epidermopoiesis, (2) improve the hy- 
dration of the defective stratum corneum and (8) 
reduce, if possible, the inflammatory reaction 
(both infiltrative and vascular component). Both 
topical and systemic treatment can be grouped 
under these headings. The agents that slow down 
the epidermal cell turnover rate include am- 
moniated mercury, the tars and other phenolic 
compounds such as dihydroxyanthranol (Anthra- 
lin®) and chrysarobin. The mitotic rates of epi- 
dermal cells can be altered by using antimetabo- 
lites such as nitrogen mustard and amethopterin 
(Methotrexate®). Mitotic cell poisons (attacking 
mitoses during the metaphase) are colchicine and 
podophyllin. All have been used effectively in the 
topical therapy of the psoriatic lesion. Both sun- 
light and hot-quartz ultraviolet light also slow up 
epidermopoiesis. Ultraviolet radiation is effective 
in very chronic, resistant cases when it is given 
in such intensive amounts that vesiculation and 
subsequent desquamation of the entire area oc- 
cur. X-radiation and Grenz radiation also slow up 
mitotic activity. The systemic use of antimeta- 
bolites of the nitrogen mustard type, the folic 
acid antagonists such as sodium aminopteroy]l- 
glutamate (Aminopterin®) and the phosphami- 
dase inhibitor such as cyclophosphamide have 
been used effectively in selected cases. 


HYDRATION-LUBRICATION TECHNIQUE 


Hydrating the skin surface with baths or 
showers is the most effective way to replace water 
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into the defective stratum corneum. While the 
surface of the skin is still wet, a thin film of vari- 
ous hydrophilic ointments are evenly applied over 
the skin. This routine should be performed at 
least twice a day; more often if roughness or 
dryness of scale is evident. 


The Type of Patient 
PHENOTYPE AND ATTITUDE 


In more than one-third of psoriatic patients, 
some other member of the family has also had 
psoriasis. Psoricsis is now generally believed to be 
inherited as an irregular dominant trait with in- 
complete penetration; it may not make itself 
known until late in life. A suitable phenotype for 
describing the majority of adult psoriatic patients 
is “chronic gallbladder disease type.” 

The Friendly, Cooperative Psoriatic Patient. 
Generally, both sexes are a little overweight and 
have a very pleasant and interested attitude. 
While hospitalized they usually go out of their 
way to help one another. They contrast sharply 
with the hospitalized atopic eczema group. There 
is an increased occurrence of: (1) the cholesterol 
type of chronic gallbladder disease and (2) the 
large cholesterol type of gallbladder stone in the 
psoriatic patients and their families (even though 
the members of the family do not have psoriasis). 
When the psoriatic individuals have this person- 
ality and phenotype, they usually respond well 
to treatment. They are cooperative, understand- 
ing, helpful; they want to be helped and are 
deeply appreciative when they become well. 

The Anxious, Underweight Psoriatic Patient. 
Beware of the underweight, anxious, finely 
drawn, compulsive, worrying type of psoriatic 
patients. Even though their psoriatic lesions, the 
stage of their disease and the distribution pattern 
of their lesions will be the same, they are much 
more difficult to control. Occasionally, even the 
atopic, allergy-prone individual will develop 
psoriasis. This individual usually has skin pallor, 
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drier than average skin and a history (either in 
himself or his family) of one of the atopic dis- 
eases (asthma, hayfever or atopic eczema). These 
individuals are most apt to have itching psoriatic 
lesions. Ordinarily, the psoriatic lesion does not 
itch; there is a peculiar degeneration of the fine 
nerve endings, and perhaps this is why itching is 
not a strong component. However, itching of the 
lesions is a predominant feature in the “‘atopic- 
type” of psoriasis. Scratching the lesion builds 
up skin thickening and lichenification and the 
lesion becomes more difficult to treat. This thick- 
ened lesion is called a “hypertrophic’’ lesion. The 
scale is more difficult to remove; one is battling 
two cutaneous problems in the same area (psoria- 
sis and lichen simplex chronicus). 

The Obese Psoriatic Patient. The very obese 
patient is also difficult to treat even though the 
lesions seem as superficial or complex as in any 
other patient. Seemingly, these patients do not 
cooperate or try to treat their specific lesions. 
And of course, the intertriginous areas in the 
obese patient are always subjected to secondary 
inflammation, infection and all the complications 
of intertrigo. 

Psoriatic Arthropathy. If a patient has psoriatic 
arthropathy, the efforts must be redoubled. As 
the cutaneous lesions are controlled, the arthro- 
pathy diminishes. There is also a higher incidence 
of rheumatoid arthritis in patients with psoriasis. 
Psoriatic arthropathy is limited classically to the 
distal phalangeal joint associated with already 
involved psoriatic nails. There is a higher in- 
cidence of psoriatic arthropathy in patients with 
pustular psoriasis. Even the inflammatory com- 
ponent of the cutaneous lesions may be more 
severe and make treatment more difficult. 


AGE OF THE PATIENT 


The age of the individual seems to make 4 
difference in response to treatment. Although 
this is known as a disease of young and middle 
aged adults, it has been seen in the newborn, the 
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child and the aged. The newborn can be subjected 
to the same type of topical therapy (for example, 
tars) that is used in the adult. Within the first 
four to six weeks after birth, these patients 
respond dramatically to relatively mild treat- 
ment. On the other hand, the prepubertal psori- 
atic child and teen-ager are the most difficult age 
groups to treat. Sometimes these patients must 
be hospitalized for 24-hour-a-day treatment. 
Certainly the systemic antimetabolite approach 
is contraindicated in growing children. The older 
the patient, the easier it is to achieve therapeutic 
success. Clinical experience shows that the pso- 
riatic male is easier to clear than the psoriatic 
female, since his attitude toward the disease is 
more sound. Perhaps this is because his clothing 
conceals the psoriasis and the medication he uses. 


OCCUPATION 


The individual’s occupation must be consid- 
ered. The type of therapy must be properly se- 
lected from the standpoint of time, inconven- 
ience, mess and cosmetic unattractiveness. 


The Stage of the Disease 
ACUTE PSORIASIS 


Acute psoriasis can be recognized by the: (1) 
characteristic appearance of the lesions (small, 
discrete and inflammatory), (2) rapidity and 
constancy of the development of the lesions and 
(3) presence of the Koebner phenomenon. Any 
type of therapy will merely enhance the Koebner 
phenomenon and produce more psoriasis. There- 
fore, the acute patient should be given a bland 
lubricant and soothing baths. He should be ob- 
served without specific therapy for a minimum of 
two weeks. Once the disease has been stabilized 
(about four to six weeks), intensive, inflamma- 
tory, topical therapy with tars or ammoniated 
mercury can be used without fear of exacerbating 
the problem. The patient must be willing to 
cooperate with the physician. Sometimes in acute 
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psoriasis, the persistence of the inflammatory 
component, the pustular component or even 
exfoliative dermatitis makes it difficult to achieve 
success with topical therapy alone. The systemic, 
antimetabolic approach with drugs such as 
Aminopterin can be used in this group of patients. 


CHRONIC PSORIASIS 


Chronic, long-standing, exfoliative dermatitis 
responds well to topical treatment. The topical 
tars and ultraviolet light are very effective. The 
patient’s exfoliative dermatitis should be diag- 
nosed on the basis of psoriasis. The etiologic 
diagnosis of exfoliative dermatitis, of course, in- 
cludes neurodermatitis, drug eruption, pityriasis 
rubra pilaris and nonspecific exfoliation second- 
ary to systemic lymphoblastomatous disease. 
Fortunately, the microscopic picture of psoriasis 
is maintained in the skin of the exfoliative pa- 
tient. A biopsy of the skin may be necessary to 
establish an exact diagnosis. Subacute and 
chronic psoriatic lesions can also be attacked 
topically and vigorously without harm to the 
patient. 


The Type of Lesion 


There may be various characteristics and 
stages of the diffe ‘ent lesions on the same patient, 
each requiring different therapeutic approaches. 
It is difficult to tell the exact specifications of a 
given lesion (such as: degree of infiltrate, inflam- 
matory component, annularity) when the scale 
is present. On patients with neglected psoriasis, 
the scale usually has been allowed to accumulate 
to quite a thickness. The lesion may be very 
superficial or severe underneath such a scale. 
Superficial psoriasis in the chronic form is the 
easiest of all lesions to clear. It is important to 
note whether the psoriatic lesion has central clear- 
ing while spreading in an annular or circinate 
pattern, or whether the lesion has remained 
heavy in plaque form without such central clear- 
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ing. Ali psoriatic lesions improve first by clearing 
centrally; the borders are the slowest to respond. 
Thus, lesions which have spontaneously cleared 
centrally are the easiest to treat, even though 
they have remained static for months or years. 
When the center of the plaque is more dense, the 
scale will be heavier and more firmly attached 
and the treatment will be more difficult. In these 
solid, chronic lesions, an attempt is made to 
superimpose an inflammatory reaction when the 
routine tars fail. More vigorous treatment in- 
cludes the use of Anthralin and chrysarobin. 
When ultraviolet is used, an actual sunburn 
should be sought and limited to the given plaque. 


The Location of the Lesion 


Lesions on the trunk will be the first to clear 
and lesions on the lower legs will be the last. 
Lesions on the scalp and in the pubic hair area 
present a separate challenge. It is difficult to re- 
move scale when hair is growing through it. 
Therefore, the washing procedures to soften and 
remove the scale must be performed several times 
a day. Lesions in hairy areas, as well as those on 
the lower legs, are most apt to itch; therefore, 
they become thickened and damaged with 
secondary scratching. Intertriginous psoriasis in 
the groin, crural area and axilla usually responds 
well to routine topical treatment. Scale removal 
is not a major problem since these areas are 
constantly moist. But contrary to the easy re- 
sponse in most of the intertriginous areas, the 
perianal area is the most difficult to treat. Much 
of the pruritus ani and perianal neurodermatitis 
is, in truth, perianal psoriasis. The topical ster- 
oids are wasted on such patients, but tar in the 
form of alcoholic solutions (liquor carbonis de- 
tergens) is effective and can be painted on the 
area several times a day. The tars may produce 
folliculitis in the hairy extremities, particularly 
in the male. At first one will recognize only tar 
comedones which become inflamed and finally 
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pustular. This folliculitis can be the inflammatory 
stimulus for the Koebner phenomenon and the 
development of more psoriasis. When such a 
beginning reaction to tar is evident, all tars must 
be discontinued in these areas. This is not a 
tragedy, but it does delay the patient’s improve- 
ment. 

The presence of psoriatic nail changes is signif- 
icant. It is easy to identify the punctate pitting 
of the psoriatic nail. However, the thickened 
psoriatic nail is difficult to distinguish from the 
chronic fungous infection of the Trichophyton 
rubrum type. Too many patients with psoriatic 
nail changes are receiving griseofulvin orally for 
long intervals. This is a costly and useless ap- 
proach and merely indicates that the physician 
has not made an attempt to determine the 
etiologic diagnosis. Since psoriatic arthropathy 
develops only on those distal phalangeal joints 
that have adjacent fingernail involvement, the 
physician must work doubly hard to control 
psoriasis when he sees nail changes. There is no 
specific local treatment to the nail itself other 
than x-ray therapy. As the patient is treated and 
psoriasis is controlled, the nails also will return 
to normal. Since it takes approximately six 
months for a complete new nail to grow, the 
response of the nails will lag behind the response 
of the skin. 


General Systemic Problems 
OBESITY 


Obesity must be controlled in the psoriatic pa- 
tient. Some authorities believe that cholesterol 
and lipid metabolism levels are deranged in the 
psoriatic patients; other workers disagree with 
this theory. Certainly individuals who have cho- 
lesteremia are more difficult to treat. Severe 
psoriatic patients who are obese may have an 
elevated blood uric acid. In these patients the addi- 
tion of uricosuric agents may be helpful. A tre- 
mendous amount of protein is lost in the scales 
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from the patient with generalized or exfoliative 
psoriasis. Possibly, such protein loss might be re- 
flected in abnormal protein balance, but this is 
not true. The patient remains in good nitrogen 
balance. Thus, a normal adequate protein intake 
is sufficient and need not be supplemented in 
these patients. 


ANHIDROSIS 


One of the least appreciated and most serious 
complicating factors in patients with extensive 
psoriasis is the problem of anhidrosis. It has been 
shown that the sweat glands in the psoriatic le- 
sion do not function. Anatomically and histo- 
chemically these glands seem to be perfectly 
healthy and remain at rest. This failure in sweat 
gland function persists for many months after the 
lesion has been cleared completely. Thus, pa- 
tients with extensive, active or healed psoriasis 
are denied this component of their temperature 
regulating mechanism. Most psoriatic patients 
know that sunlight is beneficial to their disease; 
however, excessive exposure to sunlight may en- 
danger their general health. Consequently, the 
physician must look for the malaise and vagaries 
of the systemic signs and symptoms of heat intol- 
erance and explain this defect of normal cutane- 
ous physiology to the patient. 


Methods of Treatment 
AMMONIATED MERCURY 


The mildest form of specific topical therapy is 
5 per cent ammoniated mercury in an ointment 
or cream base. The inactive superficial lesions 
that have central clearing and scales which are 
easily removed respond well when this treatment 
is massaged twice a day into each lesion after the 
scale is removed. Ammoniated mercury ointment 
ls also excellent for the genitalia and for involve- 
ment of moist, intertriginous areas. For mild and 
superficial scalp lesions, apply ammoniated mer- 
cury in a water-soluble (easily washable) base at 
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night and use a tar shampoo the following 
morning. 


TAR AND AMMONIATED MERCURY 


If the lesions are resistant to this therapy or are 
a little more infiltrated in quality, then crude coal 
tar can be used combined with ammoniated mer- 
cury. Using undiluted liquor carbonis detergens 
(10 per cent alcohol solution) is the easiest and 
least messy form of applying this combination. 
This tar tincture, painted on top of the lesions 
with a cotton applicator, can be limited exactly to 
the lesion. The alcohol will evaporate within a 
few seconds leaving a thin film of tar. Such ther- 
apy alone is too drying for all lesions except the 
intertriginous psoriatic lesion. Once dry, a thin 
film of 5 per cent ammoniated mercury ointment 
is massaged into the lesion on top of the tar film; 
then the excess ointment is removed by wiping 
with tissue. Thus, tar and ammoniated mercury 
can be applied with a minimum of mess and used 
daily by the busy man or woman. 

This treatment should be applied morning and 
evening following bathing and shampooing to re- 
move the scales. There is no particular type of 
bath to use for scale removal. A shower or tub 
bath with soap and a soft brush usually suffices. 
Colloidal tars are available to put in bathtubs; 
generalized tar can be applied to the skin of se- 
lected patients in this way. Topical crude coal 
tars have been incorporated with allantoin in a 
lotion and vanishing cream-type base. This is ef- 
fective in attacking the scale and improving the 
water-holding component of the defective stra- 
tum corneum. Regardless of whether a specific 
tar or ammoniated mercury is used on the dry 
skin component of the scale, an ointment base 
should be applied to the lesions while they are 
still wet so that the ointment will, in turn, hold 
the water in the surface of the lesions and prevent 
its evaporation. Generally, the tar concentration 
in an ointment or cream base need not be higher 
or lower than 2 per cent. Tars are available in 


115 





icc ce. UL eed 





Psoriasis, 1961 


paste form, but these are messy; they stain the 
clothes, are not cosmetically acceptable to the 
patient’s eyes or nose and are reserved for effec- 
tive, intensive hospital therapy of psoriasis rather 
than outpatient therapy. White tars are valueless 
since the active ingredients have been removed. 
Ordinarily, if a lesion is going to respond to 
mild topical treatment, it will begin to disappear 
within five days and will be relatively inactive 
within two weeks. If the plaque is thicker, more 
infiltrated or secondarily lichenified from scratch- 
ing, a more intensive approach will be needed. 


GOECKERMAN ROUTINE 


One intensive approach is to produce an in- 
flammatory reaction in and around the psoriatic 
lesion. The combination of hot-quartz ultraviolet 
light through a very thin film of tar and oil is val- 
uable (the Goeckerman routine). The ordinary 
use of a sunlamp will be ineffective since radia- 
tion will not be intense enough to penetrate the 
psoriatic surface. The normal skin can be pro- 
tected by tearing wet paper towels in such a way 
that only the lesion is exposed. Then five to ten 
times the normal skin erythema dose must be 
given to the psoriatic lesion itself. Then the hot- 
quartz ultraviolet lamp can be brought dowa 
close to the lesion for an adequate exposure. (The 
intensity of radiation varies inversely with the 
square of the distance.) Sometimes it is even de- 
sirable on very stubborn, resistant lesions to pro- 
duce a blistering reaction on the lesion with this 
modality. 


ANTHRALIN ROUTINE 


Another method of producing focal irritation to 
the chronic, stubborn psoriatic plaque is to use 
the Anthralin routine. Anthralin (0.1 per cent to 
0.5 per cent ointment) is applied as a very thin 
film once a day only to the lesion(s) for four con- 
secutive days. Next, these lesions are treated with 
a bland ointment containing 3 per cent salicylic 
acid in an ointment base for four more days; then 
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Anthralin is used for another four-day course. Al- 
ternation of Anthralin and a milder ointment can 
be continued for several weeks. 


COLCHICINE AND PODOPHYLLIN 


Both colchicine and podophyllin produce mi- 
totic arrest and disintegration of nuclear ma- 
terial when applied to the skin. Colchicine can be 
made up as 0.1 to 3.6 mg./2.0 cc. 70-90 per cent 
alcohol; podophyllin resin as 0.5 to 1.0 per cent in 
70-90 per cent alcohol or a similar concentration 
in petrolatum or in tincture of benzoin. Both of 
these are effective on stubborn lesions when ap- 
plied under an occlusive dressing for 12 to 24 
hours. They should be removed at that time. 
Response to such treatment may be evident with- 
in 48 hours or as late as two weeks. 

Nitrogen mustard as a single application 
(0.04-0.5 mg./2.0 ec. H,O) can also be applied 
topically under an occlusive dressing or painted 
on the lesion for three consecutive days. Vesicula- 
tion may develop. 


TRIAMCINALONE DIACETATE 


Although the systemic use of the corticoster- 
oids is contraindicated in psoriasis and the topi- 
cal use is ineffective, a weekly, infralesional 
injection of 0.25 per cent of triamcinalone diace- 
tate is effective in some extremely resistant and 
lichenified psoriatic plaques. The lesion can first 
be infiltrated with procaine to decrease the dis- 
comfort of the injection or a 1 per cent procaine 
solution can be incorporated in equal parts with 
the diluent. Depending upon the size of the le- 
sion, 0.5 to 2.0 ec. can be injected without undue 
pressure. 

Psoriatic patients have been exposed to sys- 
temic therapy with all the different types of cor- 
ticosteroids. Most are ineffective. Systemic tri- 
amcinalone therapy will improve the psoriatic 
patients temporarily. As treatment is continued, 
the psoriasis will break through such therapy and 
begin to get worse despite it. All patients with 
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psoriasis who are on any type of systemic corti- 
costeroid therapy will become much worse when 
and as the therapy is withdrawn. 





RADIATION 


The generalized use of ultraviolet light with a 
hot-quartz source of radiation may give the 
psoriatic patient a sunburn and may be valuable 
in protecting him from developing new lesions, 
but it is totally ineffective as a superficial method 
of treating the lesions. The shorter wave cold- 
quartz ultraviolet is also ineffective for the psori- 
atic plaque. Superficial roentgen radiation inhib- 
its mitotic activity. Since, from the chemical 
standpoint, there are so many effective radiation 
techniques, it seems unwise to use ionizing radia- 
tion to inhibit mitotic activity except in selected 
patients. Thus, when ionizing radiation is indi- 
cated, Grenz radiation is preferable. 


AMINOPTERIN 


Aminopterin, as an antimetabolic agent, is the 
systemic therapy of choice. There are many effec- 
tive schedules for the use of this modality. It 
should be reserved for: (1) the acute psoriatic pa- 
tient whose disease will improve with local meas- 
sures, (2) the psoriatic patient with exfoliative 
dermatitis who does not respond to generalized 
tar and ultraviolet light therapy, (3) the pustu- 
lar psoriatic patient of the Zumbusch type who 
is violently incapacitated and (4) the psoriatic 
patient who is crippled with his chronic, exten- 
sive, completely resistant disease. The systemic 
use of the drug should be given with the full 
knowledge of what it is trying to accomplish and 
what other systemic responses (bone marrow, 
kidney, oral and gastrointestinal mucosal and 
hair growth) occur in association with its use. 
The average dose of Aminopterin is approxi- 
mately 0.5 mg. every other day; or 0.5 mg. daily 
for three consecutive days and then discontin- 
uation of the drug for three days. For long- 
term therapy, 0.5 mg. daily for seven consecutive 
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days each month also is effective. Before each 
new course of seven-day therapy is adminis- 
tered, the peripheral blood counts must be 
studied. The drug should be represcribed only 
if the white blood count is not depressed. Depres- 
sion of the white blood count or the appearance 
of mucous membrane lesions are indications for 
temporarily discontinuing the drug and reducing 
the size of the dosage. The oral lesions usually 
clear promptly within five to seven days after 
the medication is discontinued. 


METHOTREXATE 


Methotrexate, another folic acid analogue, is 
similar to Aminopterin in chemical structure and 
in antitumor properties. Within 24 hours of a 
single dosage, no mitotic proliferation is present 
in the epidermis, and improvement of the lesions 
has been noted within one week. Unfortunately, 
the drug has so many toxic side effects, including 
bone marrow depression, mucous membrane ul- 
cers, alteration of hair growth and lowered sper- 
matogenesis, that it is not the antimetabolite of 
choice. Chlorambucil (Leukeran®) and cyclo- 
phosphamide (Cytoxan®) have also been effective 
in treating psoriasis when given systemically. 


INEFFECTIVE FORMS OF THERAPY 


The use of arsenic in the form of oral Fowler’s 
solution has been effective. The mechanism of its 
action is unknown. Prolonged use may be danger- 
ous, eventually causing abnormal proliferation of 
the epithelium and setting the stage for basal cell 
and squamous cell cancer. Vitamins, estrogens 
and lipotrophic agents have been given internal- 
ly. There is no rationale for such therapy. Anti- 
malarials, such as quinacrine (Atabrine®), chlo- 
roquine and hydroxychloroquine (Plaquenil®) 
have been given irrationally to patients with 
psoriasis. Such administration is not advisable 
because it has been followed by a dramatic flare- 
up of the psoriatic lesions with occasional pro- 
gression into the exfoliative stage. 
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Members of the phenothiazine group have 
been used for the nervous and itching patient. 
However, these are not only photosensitizers but 
may be hepatotoxic. Psoriasis always flares up 
when there is liver damage. It is known, too, that 
psoriasis will exacerbate in direct proportion to 
the amount of alcohol ingested. Though an 





excellent social tranquilizer, such intake should 
be limited or eliminated. An associated flare-up 
of psoriasis may occur after an intensive course 
of penicillin therapy. Do not withhold such a 
lifesaving drug from a psoriatic patient, but be 
aware of the possible consequences and be pre- 
pared to act accordingly. 





Rectal Biopsy for Diagnosis of Amyloidosis 


FOR MANY YEARS, the verification of clinically 
suspected amyloidosis was dependent mostly 
upon the Congo red test. The inadequacy of this 
procedure is proved by the variations and tech- 
niques suggested and the variable criteria of a 
“positive” result. False negatives are inherent 
in all the techniques described. 

The development of biopsy methods has re- 
sulted in a definite trend to obtain histologic 
proof of clinically suspected disease. In amy- 
loidosis direct proof has been found in needle 
biopsies of the liver and kidney and surgical 
biopsies of the skin, lymph nodes, spleen, muscle, 
tendon, stomach, tongue and gingiva. 

An ideal routine biopsy technique for the diag- 
nosis of amyloidosis should be based on the fol- 
lowing principles: (1) a readily available affected 
organ, (2) operative ease assuring an adequate 
specimen, (3) absence of complications and (4) 
minimal discomfort to the patient. With these 
objectives in mind, biopsy of the rectal mucosa 
via the sigmoidoscope was performed by Gafni 
and Sohar as a routine diagnostic procedure in 
30 cases of suspected amyloidosis. 

Rectal biopsy was positive in 26 of the 30 cases. 
In the four negative cases, diagnosis of amyloi- 
dosis was established by liver biopsy, Congo red 
test and necropsy. 
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Intravenous Congo red test was performed in 
20 cases and was positive in five, the criterion 
was disappearance of at least 90 per cent of the 
dye in one hour. Gingival biopsy was performed 
in nine cases and was negative in all. Kidney 
biopsy was positive in both instances in which 
it was performed. One of four liver biopsies was 
positive as was one of three skin biopsies. 

In this series, rectal biopsy was the most 
efficacious method in establishing the diagnosis 
of amyloidosis. The procedure is so simple from 
both the physician’s and the patient’s viewpoint 
that it usually was the first test performed. The 
Congo red test was not performed in all cases and 
other biopsy procedures were mostly foregone. 
Because of its simplicity, rectal biopsy became a 
frequent technique in investigating nephropathies 
and hepatosplenomegalies which later proved not 
to be caused by amyloidosis. 

In the technique as performed by the authors, 
sigmoidoscopy is done in the usual manner. 
Punch biopsy is obtained at two or three differ- 
ent levels in order to assure an adequate speci- 
men. The biopsy site is cauterized by the local 
application of 20 per cent silver nitrate solution. 
Biopsy specimens are fixed in formalin. Paraffin 
sections are stained by Congo red and examined 
microscopically. 
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3 Information Please 








Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities in appropriate fields of therapy and diagnosis. 


Marriage Between Relatives 


Q. Please discuss the legal and medical implica- 
tions of a marriage between a woman and her 
half-uncle. (Her mother and her half-wncle have 
the same father.) What are the chances of 
congenital abnormalities in their offspring and 
other, tf any, medically undesirable aspects 
of the union? Are there any legal complications 
in such a marriage? 


A. The medical and genetic implications of a 
marriage between a woman and her half-uncle 
are similar to those of marriage between first 
cousins. In both cases the two individuals are 
8 genetic steps removed from each other. It 
is well established that marriages between close 
relatives tend to bring forth in the offspring 
malformations and other undesirable conditions 
which are due to recessive genes coming from 
ancestors common to the parents. All of us carry 
a few deleterious recessive genes in the hetero- 
zygone condition, usually different in each person. 
If the parents are close relatives, there is a 
reasonable chance that both carry at least one of 
the deleterious recessive genes possessed by one 
or more of their ancestors and that they will 
pass it in the double dose to their children. 

To illustrate with one example: Suppose that 
a person inherited from one of his grandparents 
the recessive gene a. The chance that his or her 
first cousin (or half-uncle, as in this case) in- 
herited the same recessive gene a is 1 in 8. How- 
ever, the chance that an unrelated person carries 
the same recessive gene a will depend on the 
frequency of the gene in the population, which 
may be 1 in 10,000 or 1 in 50,000. This example, 
although illustrative of the reasoning behind the 
genetic effects of consanguineous marriages, is 
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little more than a mental exercise because we 
do not know what recessive genes we carry. 

About 1 out of 65 newborn infants has a gross 
malformation. For practical purposes we may say 
that in first-cousin marriages—and this applies 
to the situation mentioned—the risk of an ab- 
normal child at birth would be at least double 
that of the general population, that is, 1 in 33, 
or about 3 per cent. 

The legal implications of such a marriage vary 
from state to state. The couple would do well 
to check with authorities in the state in which 
they plan to marry. According to Lauretta H. 
April, chief of the Public Inquiries Branch, 
Office of Information, Public Health Service, the 
best source of information in any state is the 
office of the state’s attorney general. 


Treatment of Keloids 


Q. What is the treatment of choice for (1) keloids 
of recent occurrence and (2) keloids of long 
standing (one year or more)? 


A. 1. If the lesion is small and of recent occur- 
rence, a parenteral hydrocortisone analogue, such 
as triamcinolone acetonide (Kenalog®), may be 
injected directly into the lesion, not too super- 
ficially, at intervals of two to three weeks. A 
27-gauge needle is preferred for reduction of pain. 

If the recent keloid is large, it may be excised, 
with tension relieved by such techniques as 
splinting where possible and bandaging as neces- 
sary. Postsurgical irradiation of the area should 
follow immediately. 

An oral medication, tetrahydroxyquinone (Paul 
B. Elder Co.), will shortly be available as adjunct 
therapy. This must be taken over a period of 
months. 
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2. If the keloid has been present for many 
years, intralesional corticosteroid therapy is not 
too effective. Here, again, excision may be done 
if possible and the healing area protected from 
local tension in the usual manner. Crystals of a 
nonsoluble corticosteroid may be put in the area 
before closure. Immediate postoperative irradia- 
tion is done. In cases of old keloids, the admin- 
istration of oral tetrahydroxyquinone may be 
tried, although it may not be effective. However, 
no other systemic therapy is available. 


Immunization for Yellow Jacket Stings 


Q. A patient had an anaphylactic reaction to 
multiple yellow jacket stings, with blood pres- 
sure dropping to shock levels. Therapy with 
steroids, antihistamines and adrenalin was 
used. Can my patient be desensitized so that he 
will not be susceptible to a repeat occurrence? 


A. Desensitization in allergy to yellow jacket 
stings is usually only temporary but immuniza- 
tion is successful in many cases. Two methods of 
immunization are mainly used at present. In one, 
a commercial extract prepared from whole insects 
is injected subcutaneously, much as in ragweed 
immunization, followed by maintenance injec- 
tions during the winter. In the other, fresh venom 
is given intracutaneously in gradually increasing 
doses, all in a few hours. With the second method, 
immunity lasts about three to three and one-half 
months. The procedure can be repeated every 
spring for as long as is necessary. The first method 
is the more commonly used. 

However, a word of caution is needed. Little 
is known about venom or its future effect on the 
human after prolonged administration. One anti- 
gen in yellow jackets exists also in the venom of 
bees, hornets and wasps but each insect has, in 
addition, one or more antigens special to itself. 
Basic work needs to be done on this subject. 

(NOTE: Since the patient apparently had an 
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anaphylactic reaction to the yellow jacket ven- 
om, it is conceivable that even the preparations 
used for immunization may contain sufficient 
venom to precipitate another anaphylactic re- 
action. Hence, any attempt at immunization 
should be made with extreme care and with facili- 
ties available for treatment of any possible reac- 
tion.—MEDICAL EDITOR) 


Persistent Diarrhea After Trip 


Q. A patient who recently traveled around the world 
has been troubled by persistent diarrhea since 
her return. The laboratory report revealed the 
following parasitic protozoa in the feces: (1) 
trophozoites and cysts of the flagellate Chilo- 
mastix mesnili and (2) cysts of Endolimax 
nana. Result of the Moan hemagglutination 
test for amebiasis was positive 1:4. I would ap- 
preciate an opinion. 


A. The patient’s persistent diarrhea requires 
further investigation. Stool examinations thus far 
have not shown a protozoan cause. The Moan test 
is based on an immunologic reaction which may 
be positive in amebiasis but evaluation standards 
are not yet clearly established. Therefore, its 
positive result calls for examination of the pa- 
tient’s stools for Entamoeba histolytica. Fresh 
specimens before and after saline purgation 
should be used. 

It is also important that the patient be exam- 
ined with a proctoscope to determine any other 
cause of the diarrhea. Proctoscopic examination 
up to the sigmoid area and then a barium enema 
with regurgitation of barium into the terminal 
ileum would give information of possible causes 
of diarrhea in the large intestine and terminal 
ileum. Other possible causes in the upper gastro- 
intestinal area must also be considered. In short, 
total evaluation of the gastrointestinal tract is in 
order, along with thorough examination to re- 
veal any causes outside the intestines. 
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meprobamate and pentaerythritol tetranitrate, Wyeth 










In patients with angina pectoris, with coronary insufficiency, or recovering from myocardial 
infarction, EquAnitRATE can help you 

® prevent pain by providing prolonged coronary vasodilatation 

e control apprehension, anxiety and tension that heighten awareness of disabling symptoms 
e reduce dependence on nitroglycerin 

* increase work tolerance 


References: 1. Russek, H.L: Am. J. Cardiol. 3:547 (April) 19509. 
2. Shapiro, S.: Angiology 10:126 (April) 1959. 3. Friedlander, H.S.: 
Am. J. Cardiol. 1:395 (March) 1958. 4. Waldman, S., and Pelner, L.: 
Am. Pract. ¢ Digest Treat. 8:1075 (July) 1957. 


Although infrequent, adverse reactions to many modern drugs may occur. 
For further information on limitations, administration and prescribing of 
EQUANITRATE, see descriptive literature or current Direction Circular. 
Wyeth Laboratories Philadelphia 1, Pa. 
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A Danger of Iproniazid 


Many toxic effects of iproniazid have been recog- 
nized. Some of the toxic effects of this agent are 
related to the fact that it inhibits amine oxidase, 
an enzyme which oxidizes various pressor amines, 
such as epinephrine and norepinephrine. Mond 
and Mack report the case of a 27-year-old white 
woman who developed signs of myocardial injury 
after an infusion of norepinephrine. She had been 
receiving iproniazid because of psychiatric de- 
pression. 

For several daysthis patient had been receiving 
intravenous infusions containing norepinephrine 
because of orthostatic hypotension which was 
probably due to mixed drug therapy. After this 
series of infusions, she developed chest pain, 
dyspnea on exertion, tachycardia and electro- 
cardiographic evidence of myocardial injury. 
These complications were treated with predni- 
sone with gradual recovery. 

These authors consider that the cardiac 
abnormalities that developed in this patient are 
ascribable to unusual sensitivity of this individ- 
ual to norepinephrine with the development of 
acute myocarditis. This heightened sensitivity 
appeared to be the result of prior administration 
of iproniazid. 

When the destruction of norepinephrine is in- 
hibited because the enzyme system responsible 
for its oxidation is not functioning, larger amounts 
of epinephrine remain active. Many investigators 
have indicated that signs and symptoms of coro- 
nary artery disease and myocarditis can be the 
result of catecholamine-induced metabolic hypox- 
ia of the heart muscle. Under extreme condi- 
tions, ischemic necrosis of the myocardial muscle 
ean occur. 

These authors conclude that norepinephrine 
and other pressor amines should not be used at 
all. In the rare cases when it seems indicated, ex- 
treme caution should be taken. (American Heart 
Journal, 59:134, 1960.) 
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Tips from 
Other Journals 











Anomalous Left Coronary Artery 


LAMPE AND VERHEUGT of the Netherlands report 
the case of a 16-year-old boy without complaints 
who was diagnosed as having a persistent ductus 
arteriosus. This diagnosis was based mostly on 
a typical continuous murmur. In addition, on 
cardiac catheterization, a slight increase in the 
oxygen content of the main pulmonary artery 
was found, as compared with the oxygen content 
of the right ventricle. It was impossible to reach 
the aorta with the tip of the catheter. 

At operation, no patent ductus arteriosus was 
found, but the surgeons felt a definite thrill at 
the route of the main pulmonary artery. No other 
abnormality was found in exploration of the out- 
side of the heart and the thorax was closed. An 
angiocardiogram was made after operation and 
an abnormally long, tortuous and dilated right 
coronary artery became visible. The left coronary 
artery appeared to be absent. Then, by selective 
aortography, with the tip of the catheter in the 
ascending aorta, the anatomy of the coronary 
arteries was studied. This study showed contrast 
medium entering the right coronary artery and 
some of it collecting in an area of anastomoses in 
the wall of the left ventricle. The contrast me- 
dium was then seen in several small branches 
which corresponded with the branches of the left 
coronary artery in a normal person. Eventually 
the medium became visible at the site of the 
pulmonary artery. 

If ligation of this abnormal artery does not 
cause any deleterious effects during the opera- 
tion, and especially if myocardial color and tone 
is improving, the authors propose that this ab- 
normally originating artery should be ligated near 
its entrance in the pulmonary artery. By doing 
this, an extra burden of the left ventricle would 
be abolished, and the leakage of well-oxygenated 
blood from the right coronary artery to the 
pulmonary artery would be stopped. (American 
Heart Journal, 59:769, May, 1960.) 
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Tips from 
Other Journals 


Staphylococcal Control in Hospitals 


CROSS-INFECTION with staphylococci in hospitals 
remains a serious problem. Elek and Fleming 
report the use of a spray of concentrated modi- 
fied penicillin (BRL 1241 or Celbenin®) in a 
maternity unit for reduction of nasal carriage of 
staphylococci. Spraying produced droplet nuclei 
which circulated in the air in the same way as 
staphylococci. The spraying of the modified 
penicillin eliminated 98 per cent of the previously 
resistant staphylecocci present in the unit. The 
method of action of the drug includes a lack of 
response to penicillinase which inactivates the 
usual penicillin. (Lancet, September 10, 1960, 
pp. 569-72.) 


Triparanol 


TRIPARANOL (MER/29®) is a synthetic com- 
pound that inhibits the biosynthesis of choles- 
terol in the liver and other tissues. The mecha- 
nism and exact site of action are unknown, but 
this inhibition is thought to occur between de- 
mosterol (a precursor of cholesterol) and cho- 
lesterol. 

Since a disturbance in cholesterol metabolism 
is thought important in the pathogenesis of 
atherosclerosis, many attempts to lower the 
serum cholesterol have been published. Measures 
employed have included various diets, the sub- 
stitution or addition of unsaturated fatty acids, 
the administration of estrogens, thyroid com- 
pounds, nicotinic acid and plant sterols. There 
are many preliminary studies on the effects of 
MER/29 in patients with atherosclerosis. 

Goyette and Elder have treated 64 patients 
with a single daily dose of 250 mg. MER/29 for 
periods of one to four months. In this group were 
42 men and 22 women whose ages ranged from 
27 to 85 years. All but 10 patients had objective 
evidence of coronary artery disease. Two to four 
determinations of serum cholesterol were made 
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before treatment was started. Diets were as 
prescribed by the attending physicians and many 
patients were on low fat diets. No changes were 
made in diet or other therapeutic agents during 
treatment. The average serum cholesterol level 
before treatment was 339 mg. per cent. Treat- 
ment results are summarized in the graph below. 

A lowering of serum cholesterol was shown in 
52 patients, or 88 per cent. The average drop was 
74.4 mg. per 100 ml. or 22 per cent of the pre- 
treatment level. Seven patients showed a rise in 
serum cholesterol and in six, the rise was less 
than 31 mg. per 100 ml. Two patients failed to 
maintain their improvement on continued ad- 
ministration of the same dose. No attempt was 
made to evaluate the effect of this treatment on 
the coronary artery disease itself. One patient 
had a myocardial infarction while under treat- 
ment, and another patient died suddenly during 
therapy but no autopsy was performed. (Ameri- 
can Heart Journal, October, 1960, p. 536.) 
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Changes in serum cholesterol in 64 patients treated with 
MER/29. 
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BEFORE DELIVERY 


CONVENIENT 
OPTIMALLY BALANCED 
LONG-ACTING 
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AFTER DELIVERY 
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ADUMONE 2X 


SQUIBB TESTOSTERONE ENANTHATE AND ESTRADIOL VALERATE 


Especially designed for convenient suppression 
of lactation, DELADUMONE 2X contains the 
same “optimally balanced, long-acting combina- 
tion’! of testicular and follicular hormones 
provided by DELADUMONE in double the potency. 
“...[DELADUMONE] compares very favorably with 
other preparations in use for the inhibition of 
lactation and has the additional advantage of 
requiring only a single intramuscular injection.”2 


“When employed in an adequate dosage at the 
proper time, the need for analgesics to control the 
breast symptoms is practically eliminated. ...The 
use of DELADUMONE appears to essentially eliminate 
the undesirable withdrawal reaction or secondary 
breast engorgement that occasionally follows the 
cessation of oral medication.” 


“...the balance of the hormonal components in 
DELADUMONE is such that it is possible to administer 
this preparation in -a sufficiently large dose to 
prevent lactation without affecting the involution 
of the uterus, the character of the lochia, or the 
restoration of normal ovarian function.”! 


Supply: Each cc. of DELADUMONE 2X provides 180 mg. testosterone enanthate and 8 mg. estradiol 
valerate dissolved in sesame oil. Vials of 2 cc. 

Dosage: 2 cc. given as a single intramuscular injection preferably at the end of the first stage of 
labor or else immediately upon delivery. 


1. Lo Presto, B., and Caypinar, E. Y.: J.A.M.A. 169:250 (Jan.) 1959. 2. Stein, W. W.: Am. J. 
Obst. & Gynec. 76:108 (July) 1958. 3. Watrous, J. B. et al.: J.A.M.A. 169:246 (Jan.) 1959. 
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Peritoneal Dialysis 
for Salicylate Intoxication 


SALICYLATE intoxication is a complex and serious 
metabolic disturbance. Therapy must include 
correction of electrolyte imbalance. In severe in- 
toxication, treatment should also be directed to- 
ward removing salicylate from the body as prompt- 
ly and safely as possible. Exchange transfusions 
and extracorporeal hemodialysis (artificial kid- 
ney) are two effective methods. Both of these 
forms of treatment, however, are complex. Inter- 
mittent peritoneal dialysis is a safe and simple 
procedure which does not require elaborate 
equipment and, if necessary, can be continued 
for days. Recognizing that no studies have been 
published concerning the use of this procedure in 
the treatment of salicylate intoxication, Ettel- 
dorf and his colleagues have studied intermittent 
peritoneal dialysis as a means of treating sali- 
cylate intoxication in dogs. 

A single intravenous injection of 250 mg. per 
kilogram of sodium salicylate as a 2.5 per cent 
solution was found to be the optimal dose for 
the purpose of these experiments. After this dose 
was given, a one-hour equilibration was used be- 
fore dialysis was begun. Blood salicylate levels 
prior to the dialysis ranged from 42 to 83 mg. 
per cent. Signs of severe salicylate intoxication 
such as hyperpnea, nausea, vomiting, defeca- 
tion, ataxia, irritability and depression were 
present in all animals. The dialyzing media used 
in these experiments were as follows: (1) Groll- 
man’s solution containing 1.5 or 3 per cent glu- 
cose and 4 mEq. per liter of potassium; (2) this 
same solution accompanied by hypotonic elec- 
trolyte solution intravenously, utilizing three or 
four dialyzing periods of one hour each; (8) 
heparinized pooled dog plasma with dialyzing 
periods of two and four hours’ duration, and (4) 
5 per cent human albumin and a buffered diluent 
1s0-Osmotic with plasma with dialyzing periods 
of two and four hours’ duration. Grollman’s solu- 
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tion was relatively ineffective in removing salicyl- 
ate; the concentration of the salicylate in the 
lavage fluid in one hour was approximately 20 
per cent of the total salicylate concentration of 
the plasma. After three or four repeated lavages, 
only 7 to 15 per cent of the total administered 
dose of salicylate was removed. 

The presence of albumin in the dialyzing fluid 
resulted in the removal of relatively large quan- 
tities of salicylate despite the use of small vol- 
umes. The efficiency of the plasma dialyzing fluid 
was proportional to its albumin content and com- 
parable to the human albumin when similar con- 
centrations of albumin were present. The con- 
centrations of salicylate in the dialyzing fluid 
equaled or exceeded the total salicylate concen- 
tration of the plasma. Repeated dialyses proved 
to be equally effective and resulted in removing 
20 per cent of the administered dose of salicylate. 
There was no evidence of dehydration in any of 
these animals, and clinical improvement corre- 
lated well with the efficiency of the procedure in 
removing salicylate. 

These results indicated that intermittent peri- 
toneal dialysis with a modified human albumin 
solution as the dialyzing medium, along with 
adequate intravenous therapy is worthy of trial 
in the treatment of salicylate intoxication in man. 
This is especially true when use of the artificial 
kidney is not feasible, advisable or available. 
(Journal of Pediatrics, 56:1, 1960.) 


Triamcinolone and Peptic Ulcer 


TRIAMCINOLONE is a new potent, synthetic cor- 
ticosteroid. Clinical studies indicate that its 
potency in allergic diseases is approximately 
twice that of prednisone or prednisolone. One of 
the serious side effects of long-term therapy with 
potent corticosteroids has been peptic ulceration, 
with or without perforation or hemorrhage. 
Sherwood and his colleagues have performed 
serial x-rays of the upper gastrointestinal tract 
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Therapeutic vitamins in the “therapeutic” jar 


High potency water-soluble vitamins as contained in STRESSCAPS may solve the compli- 
cating nutritional problem in arthritics. As increased metabolic needs are intensified by 
established or progressive deficiencies, multiple vitamins adjunctive to primary therapy 
are justified."* The decorative STRESSCAPS jar also helps resolve the problem of 
adherence to prescribed regimen... reminding the patient of his one-capsule-daily. 


Each capsule contains: Thiamine Mononitrate (B,) 10 mg., Riboflavin (B,) 10 mg., Niacinamide 100 mg., Ascorbic 
Acid (C) 300 mg., Pyridoxine HCI (B,) 2 me. Vitamin B,. 4 mcgm., Calcium Pantothenate 20 mg., Vitamin K 
es 


( 
(Menadione) 2 mg. Average dose: 1-2 capsu daily. 
1, Robinson, W. D. Report to A.M.A. Council on Foods and Nutrition, J.A.M.A. 166:253 (Jan. 18) 1958. 2. Spies, T.D.: J.A.M.A. 
167:675 (June 7) 19688. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 


TRESSCAPS 


Stress Formula Vitamins Lederie 
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of patients maintained on long-term triamcino- 
lone therapy for allergy. Twenty-four patients 
were selected for study. Twenty had asthma, 
one had chronic urticaria, one had eczema, one 
had perennial rhinitis with rheumatoid arthritis 
and one had uncomplicated rhinitis. All patients 
had had allergic management for many months to 


- years without adequate control of symptoms 


prior to triamcinolone therapy. Six of these 
patients had previous corticosteroid therapy. The 
upper gastrointestinal tract was x-rayed four 
times over a period of 52 to 78 weeks. One of the 
patients had had an active duodenal ulcer, 
proved by x-ray four years before triamcinolone 
therapy was started. No evidence of peptic 
ulcer developed in any patient. The one patient 
who had had the duodenal ulcer at the time of 
the first x-ray showed a healed ulcer on each of 
the three succeeding examinations. The dose of 
triamcinolone used in this study ranged from 2 
to 16 mg. daily, given in divided doses. Treat- 
ment lasted from 68 to 114 weeks. The x-ray 


' examinations were performed over a period of 


12 to 18 months. These authors admit that 24 
patients is a small number on which to draw any 
conclusions, however it would appear on com- 
parison with other corticosteroids, that triam- 
cinolone may not be as ulcerogenic as previously 
used steroids. (Journal of Allergy, 31:21, 1960.) 


The Kidney in Sickle Cell Anemia 


BERNSTEIN and Whitten became interested in the 
humerous functional defects in the kidney of 
patients with sickle cell anemia. They attempted 
to correlate these defects with anatomic altera- 
tions. The defects which particularly interested 
them included: inability to concentrate the urine, 
the presence of supernormal renal hemodynamics 
mM certain patients, gross unilateral hematuria 
and a clinical nephrotic syndrome. Most of the 
aberrations are seen in children with sickle cell 
amemia as compared with adults. Thus, the 
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PATHOLOGY OF THE KIDNEY IN SICKLE CELL ANEMIA 


authors systematically studied the kidney tissue 
in 15 cases of sickle cell anemia. The results of 
their observations are shown in the illustration 
above. The correlation of anatomic alteration and 
functional abnormality was attempted as follows: 

1. The Defect in Urinary Concentration. Cur- 
rent theories of mechanisms for concentrating 
the urine emphasize the importance of the renal 
medulla and its high osmotic pressure. The scar- 
ring seen in the papillary portion of the medulla 
conceivably could interfere with osmotic pressure 
gradient by obliterating Henle’s loops, by sur- 
rounding the collecting tubules with scar tissue, 
which would interfere with the diffusions of water 
and by obliterating capillaries. 

2. Increased Renal Blood Flow, Filtration Rate 
and Tubular Transport. The authors believe that 
the glomerular enlargement and vascular dilata- 
tion seen account adequately for the increased 
hemodynamics. They could not, however, ex- 
plain the increased tubular transport of PAH. 

3. Hematuria. Extravasation of blood was ob- 
served in the ureteral and renal pelvic mucosa to 
account for gross hematuria and similar findings 
have been noted by other authors. 

4. Nephrotic Syndromes and Renal Failure. 
Glomerulofibrosis and capillary disruption con- 
ceivably might produce these manifestations. 
(Archives of Pathology, October, 1960, p. 407.) 


129 




















































130 


Protects the angina patient 
better than vasodilators alone 





Unless the coronary patient’s ever-present 
anxiety about his condition can be 
controlled, it can easily induce an 
anginal attack or, in cases of myocardial 
infarction, can delay recovery. 


This is why Miltrate gives better 
protection for the heart than vasodilators 
alone in coronary insufficiency, angina 
pectoris and postmyocardial infarction. 


Miltrate contains PETN (pentaerythritol 
tetranitrate), acknowledged as basic 
therapy for long-acting vasodilation... . 


REFERENCES: 1. Ellis, L. B. et al.: Circulation 17:945, May 1958 
®. Friedlander, H. S.: Am. J. Cardiol. 1:395, Mar. 1958. 8. Riseman 
J-E.F.: New England J. Med. 261:1017, Nov. 12, 1959. 4. Russek, H. I 
et al.: Circulation 12:169, Aug. 1955. &. Russek, H. I.: Am. J. Cardiol 
3:547, April 1959. 6, Tortora, A. R.: Delaware M. J. 30:298, Oct. 1958 
7. Waldman, S. and Pelner, L.;: Am. Pract. & Digest Treat. 8:1075 
July 1957. 
led: Bottles of 50 tablets. Each tablet contains 200 mg. 

Miltown and 10 mg. pentaerythrisol tetranitrate. 


: 1 or 2 tablets q.i.d. before meals and at bedtime, 
according to individual requirements. CML-3619 


What is more important—Miltrate provides 
Miltown, a tranquilizer which, unlike 
phenobarbital, relieves tension in the 
apprehensive angina patient without 
inducing daytime fogginess. 

Thus, your patient’s cardiac reserve is 
protected against his fear and concern 
about his condition; his operative arteries 
are dilated to enhance myocardial blood 
supply—and he can carry on normal 
activities more effectively since his mental 
acuity is unimpaired by barbiturates. 


Miltrate 


Miltown® (meprobamate) + PETN 


(WALLACE LABORATORIES / Cranbury, N. J. 
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Prognosis of Myocardial Infarction in Men 


WHITE and his associates surveyed the records of 
344 male patients in whom the diagnosis of myo- 
cardial infarction was substantiated and a one- 
year follow-up was possible. Several factors that 
might influence the prognosis were assessed in 
these patients. 

Shock on admission carried a very poor prog- 
nosis, for regardless of age, the majority of patients 
(59 per cent) admitted in shock, died within the 
first 24 hours. By the end of three weeks, 87 per 
cent had died and by the end of one year, 74 per 
cent died. 

In patients without diabetes, advancing age 
consistently carried an increasing fatality rate. 
Thus, the one-year fatality rate for the group un- 
der the age of 55 was 37 per cent, as compared 
to 60 per cent in the age group 60 to 69, and to 
85 per cent in patients 70 years or older. The 
similar effect of age was not observed in the dia- 
betic patients. However, there was a higher mor- 
tality among the younger diabetic patients with 
myocardial infarction. Surprisingly, arrhythmia 
had no appreciable effect on outcome during the 
first three weeks after admission. However, after 
three weeks there was a definitely higher fatality 
rate in patients who had had arrhythmia on ad- 
mission. The presence of heart failure on admis- 
sion significantly increased the one-year fatality 
rate for the series as a whole, the rate was 78 
per cent for those initially in failure as compared 
with 57 per cent for those without failure. The 
one-year fatality rate for all ages without hyper- 
tension was 65 per cent and with hypertension, 79 
per cent. 

The effect of initial versus subsequent infare- 
tion was almost negligible. Recovery seemed to be 
such that patients entering with a history of prior 
infarction had no increase in fatality rate. 

Seventy-six of the patients in this series had 
uncomplicated myocardial infarction (were ad- 
mitted without shock, diabetes, arrhythmia, con- 
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gestive heart failure or hypertension) ; 45 per cent 
of this group died within the year. Of the 268 pa- 
tients with one or more complications, 81 per cent 
died within the year. (Archives of Internal Medi- 
cine, 105:859, June, 1960.) 


Vitamin B,, Stores in Liver Disease 


NELSON and Doctor have examined the problem 
of the vitamin B,». content of liver and serum in 
normal patients and patients with cirrhosis. The 
examinations of liver were done on biopsy speci- 
mens. The method included heating the liver and 
serum samples in a boiling water bath in order to 
precipitate the protein and liberate B,. from the 
bound form. After cooling and centrifugation, the 
clear supernatant was assayed for vitamin Bj. 
with the use of a lactobacillus as the test organism 
and crystalline B;. as the standard. 

In the normal patients, the average liver value 
was 1,840 meg./per Gm. of liver and 0.3 meg./per 
ml. of serum. In cirrhosis, the By. liver content 
was lower than the average normal and showed 
a mean of 1,170 meg./per Gm. Serum levels in 
the cirrhotics tended to be slightly elevated or 
normal. In acute viral hepatitis, liver By> levels 
were definitely decreased during the acute stage, 
at a time when serum levels were Jefinitely in- 
creased. Both of these measurements tended to 
return toward normal during convalescence. 

There was no significant correlation of abnor- 
mal serum or liver Bi. values with any liver 
function tests. An elevated serum Bj). may be 
valuable in differentiating acute viral hepatitis 
from obstructive jaundice or intrahepatic cho- 
lestasis. In no instance of a low liver Bj. content 
was the value low enough to permit overt signs 
of Bi deficiency. The authors conclude that an 
impaired ability to store the vitamin as well as 
the inappropriate release of Bi. from damaged 
liver cells are probable factors in the abnormal 
serum and liver contents in hepatic disease. 
(Gastroenterology, 38:188, 1960.) 
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a new diuretic 
with an 
unsurpassed 
faculty for 

salt excretion 


as salt goes, so goes edema 


Robins’ new NaClex is a potent, oral, non-mercurial 
diuretic that reduces edema by applying the basic 
principle that “increased urine volume and loss of body 
weight are proportional to and the osmotic consequences 
of loss of ions.”' NaClex limits the reabsorption of 
sodium and chloride ions in the renal proximal tubules 
with a relative sparing of potassium. The body’s homeo- 
static mechanism responds by increasing the excretion 
of excess extracellular water. Thus the NaClex-induced 
removal of salt leads to a reduction of edema. 


a unique chemical structure: 

NaClex (benzthiazide) is a new molecule which provides 
a “pronounced increase in diuretic potency’? over its 
antecedent sulfonamide compound. On a practical, 
clinical basis it is unsurpassed in diuretic potency. 


NaClex produces diuresis, weight loss, and symptomatic 
improvement in edema associated with various condi- 
tions. It also has antihypertensive properties and may 
be used alone in mild hypertension or with other anti- 
hypertensive drugs in severer cases. 


Available in 50 mg. tablets. Literature on request. Sold in 
Canada under the tradename EXNA. 1. Pitts, R. F., Am. F. 
Med., 24:745, 1958.2. Ford, R. V.,Cur. Ther. Res., 2:51, 1960. 


A. H. ROBINS CO., INC., RICHMOND, 20, VA. 
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Trichomonas in Males 


TRICHOMONAS VAGINALIS has been thought to be 
asymptomatic and self-limited in the male. Cat- 
terall presents 126 cases of proven trichomonas 
infection which comprised 5.5 per cent of the 
total nongonococcal urethritis cases seen in a 
large series. There were complaints of urethral 
discharge from 90 patients (71 per cent), 21 per 
cent complained of itching inside the penis, dys- 
uria occurred in 12 per cent, frequency in 3.2 per 
cent and three patients had noted bloody dis- 
charge on urination. The best treatment was local 
irrigation with such solutions as potassium per- 
manganate or oxycyanide of mercury. Antibiotics 
were ineffective. (British Medical Journal, June, 
1960, pp. 113-15.) 


Radiotherapy in Cancer of the Lung 


HILTON RECORDS his results in the treatment of 
38 operable cases of carcinoma of the lung with 
radiotherapy alone and no subsequent operation. 
In all instances, the diagnosis was assured by 
biopsy or by finding malignant cells in the spu- 
tum. The table at the right shows the patients’ 
duration of life. 

Most of the patients died in less than three years. 
Nearly one-half of them lived over two years. 
A striking fact was that eight of the patients lived 
for more than five years. It is well known that a 
few patients with carcinoma of the bronchus sur- 
vive for a number of years without any treatment 
whatever, but it is unlikely that eight such cases 
should be included in the author’s small series. 
The site of the tumor in the 38 cases was fairly 
evenly distributed between right and left upper 
and lower lobes, but it is interesting to note that 
the growth was situated in the right lower 
bronchus in six of the eight patients who lived 
more than five years. 

All the cases were treated with kilovoltages 
between 250 and 300 of conventional radiother- 
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apy, and the course of treatment lasted six to 
eight weeks. It was hoped that the results would 
have been improved by the use of megavoltage 
apparatus. Apart from the easier administration 
of a dose and less reaction of the normal tissues, 
the published results so far have shown no im- 
provement in the expectation of life. Even with 
megavoltage, postirradiation fibrosis of the lung 
still occurs. 

Experimentally, an increase in oxygen tension 
has rendered malignant cells more sensitive to 
irradiation. The author is continuing his treat- 
ment of operable cases of carcinoma of the 
bronchus by irradiating them under increased 
oxygen tension. So far, patients have tolerated 
up to two atmospheres of oxygen without an 
anesthetic. It is too soon to report the results 
of this experiment, but it is hoped that this 
approach to the problem will enable radiothera- 
pists to eradicate the primary growth in the 
bronchus in more cases. 

To sum up, the author believes that it would 
seem legitimate to treat an operable case of car- 
cinoma of the bronchus with radiotherapy alone 
if there is any clinical doubt that the patient is 
not well enough for a major operation. (Thoraz, 
15:17, March, 1960.) 
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Prednisone for Hepatic Ascites 


SINCE THE MOST frequent effect following the ad- 
ministration of corticotrophin or cortisone is so- 
dium retention, these agents have not been em- 
ployed in the management of edema of hepatic 
origin according to Carbone and Matthews. The 
ascitic patient who does not respond to sodium 
restriction and diuretics poses a difficult thera- 
peutic problem. 

Abdominal paracentesis relieves the intra- 
abdominal pressure but may be accompanied by 
reduction in plasma volume, hyponatremia and 
occasionally, by hepatic coma. The restoration 
of diuretic ability in these ascitic patients is a 
desirable therapeutic goal. With the introduction 
of the delta-1 analogues of hydrocortisone and 
cortisone, adrenal glucocorticoids with signifi- 
cantly reduced sodium retaining properties have 
become available. 

The authors undertook a study on 12 patients 
with chronic liver disease and ascites to deter- 
mine the therapeutic application of prednisone. 
The results of their study indicated that predni- 
sone was able to initiate diuresis and natruresis. 
In addition, prednisone was able to potentiate 
the action of diuretic agents in certain patients 
previously refractory to these agents. Although 
liver function improved during the treatment 
period in many of the patients in their study, it 
became apparent that diuresis and natruresis 
could occur without such improvement. Diuresis 
would stop and refractoriness to diuretic agents 
would return upon cessation of steroid therapy. 
These observations indicate that this phenom- 
enon is independent of improvement in liver 
Status and may reflect the influence of prednisone 


_ 0n renal function. The precise mechanism of this 


ps 


a diuretic action of prednisone is not known. There 
- lsevidence to suggest that prednisone may act by 
inhibiting desoxycorticosterone acetate 


(DOCA®) and aldosterone. 
88:52, 1960.) 


(Gastroenterology, 
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Pulmonary Atherosclerosis 


FoR MANY YEARS it has been suggested that 
atherosclerosis in the pulmonary arteries is asso- 
ciated with pulmonary hypertension. However, 
the relation between age, blood pressure and 
atherosclerosis in the pulmonary arteries has not 
been investigated in a large group of cases of con- 
genital and acquired heart disease in which de- 
tailed physiologic data were available. Heath and 
his colleagues now report such a study. 

These authors studied 21 cases of congenital 
heart disease associated with pulmonary stenosis, 
22 cases of congenital heart disease associated 
with pulmonary hypertension from birth and 22 
cases of congenital or acquired heart disease. In 
some of the cases pulmonary hypertension was 
acquired. 

Pulmonary atheroma was found in only two 
cases of pulmonary stenosis. In both cases, the 
pulmonary stenosis was not severe and pulmo- 
nary hypertension was present. Pulmonary ather- 
oma was found in all but one of 16 cases in 
which pulmonary hypertension had been present 
from birth. The age of death in these cases was 
314 years or more. Further, pulmonary atheroma 
was found in all 21 of the cases of acquired pul- 
monary hypertension in which the age of death 
was 20 years or more. In cases of acquired pul- 
monary hypertension when death occurred after 
the age of 40 years, pulmonary atheroma de- 
veloped with only moderately increased pul- 
monary blood pressure. 

These results demonstrate the importance of 
pulmonary hypertension and also high pul- 
monary blood flow in the etiology of pulmonary 
atherosclerosis. 

There seems to be no definite relationship be- 
tween the incidence of atherosclerosis and the 
patient’s age. A specific aging process as a factor 
in the development of atheroma in the pulmo- 
nary vessels did not appear to exist. (Laboratory 
Investigation, 9:259, 1960.) 
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brand of phenmetrazine HCI prolonged-action tablets 


an oxazine... 
not an amphetamine 


Unsurpassed Effectiveness 
in all controlled clinical studies, Preludin has 
produced impressively greater weight loss 
than placebo tablets regardless of the de- 
gree of enforcement of dietary restriction. 
Exceptionally High Tolerance 

Reports are numerous of successful use of 
Preludin in cases intolerant of other anorex- 
iants. 

Flexibility of Dosage 

Available as scored tablets of 25 mg. for 
b.i.d. or t.i.d. administration and also as 
Endurets®, 75 mg., for once daily administra- 
tion, 
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there have been no reports of significant toxic reactions 
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tension and cardiac decompensation. 
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"Tips from 


Other Journals 


Urinary Osmolar Concentration 


It 1s well known that in the initial stages of es- 
sential hypertension, the commonly used renal 
functions studies (blood urea nitrogen, Fishberg 
concentration test, phenolsulfonphthalein, intra- 
venous urogram and creatinine clearance) are 
normal. Although most of these tests are within 
normal range, varying degrees of renal vascular 
changes and parenchymal damage may be 
present. 

It has been shown that in normal patients 
there is a correlation between the urinary specific 
gravity and the urinary osmolar concentration. 
On the other hand, patients with renal disease do 
not show this correlation. DeLeon, Dreifus and 
Bellet studied 36 patients with the diagnosis of 
essential hypertension to establish a more exact 
and accurate evaluation of renal function when 
the usual tests of renal dynamics appear to be 
normal. Their results indicated that there was no 
absolute correlation between the urinary specific 
gravity and the urinary osmolar concentration. 
Eighty-nine per cent of the patients studied had 
urinary osmotic concentrations of less than 741 
milliosmols per liter, and would therefore be con- 
sidered as having a diminished capacity for 
concentrating urine. 

Several factors may be involved in bringing 
about this detectable decrease in tubular concen- 
trating ability in hypertensive patients. Early 
microscopic vascular and subsequent renal tubu- 
lar cell changes and decreased total renal medul- 
lary blood flow with resultant decrease in water 
reabsorption may account for the findings noted. 

The finding of a decrease in urinary osmolar 
concentration in essential hypertension where 
ordinary tests appear normal suggests that osmo- 
lar concentration would be a valuable test for the 
early detection of renal tubular disease as well as 
an index of prognosis and efficacy of therapy. 
(American Journal of the Medical Sciences, 
239:144, 1960.) 
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Thymoma Anemia 


Tumors of the thymus gland have been associa- 
ted with diverse disorders including: myasthenia 
gravis, pancytopenia, Cushing’s disease and 
agammaglobulinemia. Freeman reports a case of 
“pure” red cell hypoplasia with normal white cell 
and platelet counts in a 74-year-old man with a 
pre-existent thymoma. Removal of the thymoma 
did not improve the blood picture up to the time 
of death 18 days later. The question whether 
thymoma may be the cause of red cell aplasia has 
not been settled. (British Medical Journal, 1: 
1390-1392, May 7, 1960.) 


Streptococcus Faecalis Endocarditis 


BACTERIAL ENDOCARDITIS due to Streptococcus 
faecalis occurs in approximately 5 per cent of 
cases with endocarditis. Strep. faecalis may be 
associated with acute suppurative otitis media, 
infections of the urinary tract and peritonitis in 
association with coliform bacillus. Toh and Ball 
report eight cases of Strep. faecalis endocarditis 
and suggest that all patients with rheumatic or 
congenital heart lesions should receive antibiotic 
cover with adequate amounts of penicillin and 
streptomycin when undergoing dental, gastroin- 
testinal, gynecologic and particularly urologic 
operations. The peak incidence in this type of 
endocarditis occurs at about 60 years in men 
and 30 years in women. This corresponds with 
the age when men suffer from urologic disorders 
and the peak incidence of abortions in women. 
(British Medical Journal, August 27, 1960, pp. 
640-44.) 
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Smoking and Prematurity 


(The Johns Hopkins Medical and Surgical Associa- 
tion, Baltimore, Feb. 24) IN A STUDY of 2,736 
| pregnancies, premature births occurred more fre- 
quently among women who smoked cigarettes 
' than among the nonsmokers. Possibly the asso- 
_ ciation was spurious due to other factors, and the 
_ apparent relationship between prematurity and 
smoking might be a coincidence. Until the role of 
smoking is determined, “each obstetrician must 
decide whether or not to advise his patients to 


= limit smoking.”—-TopD M. FRAZER, Baltimore 


City Health Department. 


Hepatitis Hazard 
(U.S. Public Health Service announcement, At- 
_lanta, March 3) IN THE FIRST eight weeks of 
1961, hepatitis cases were running 128 per cent 


above 1960. The disease had increased in every 
state and geographic division. 


Salk Vaccinations 


| (U.S. Public Health Service announcement, Wash- 
' ington, Feb. 27) VACCINATIONS with Salk vac- 
' cine should be steppec' up to prevent 1961 polio 
' epidemics. Recommended dosage schedules may 
_ be modified to permit administration of three in- 
' jections before summer to persons who as yet have 
' not had any vaccine. Urged particularly is vac- 
| cination of infants and fathers, especially in low 
' income areas. 


Anticancer Hormones? 


q (American Cancer Society announcement, New 
| York, Feb. 11) Dr. GREGORY PINCUus, research 
' director of the Worcester Foundation for Experi- 
4 mental Biology, Shrewsbury, Mass., is undertak- 
 ihg an investigation that an antiovulatory hor- 
' Mone preparation may also reduce incidence of 
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cancer of the uterus and breast. Some such evi- 
dence was uncovered in tests of the antifertility 
drug, containing the female hormones progestin 
and estrogen, on women in Puerto Rico and 
Haiti. Longer and more controlled observations, 
however, are needed. 


EEG in Twins 

(The Biophysical Society, St. Louis, Feb. 17) 
ALPHA RHYTHMS in brain waves of five pairs of 
identical male twins, aged 18 to 21, were found to 
be more closely related than those of nontwins. 
The evidence suggests that similar behavioral 
patterns in twins or other closely related persons 
might be due to similarities in their neuroelectri- 
cal patterns.—STANLEY LEVINE, Massachusetts 
Institute of Technology. 


Radiation Target 


(Radiobiology Conference, New York Academy of 
Sciences, New York, Feb. 17) NEW EXPERI- 
MENTS support the concept that radiation pro- 
duces its damaging effects primarily in the nucle- 
us of a cell, rather than in the cytoplasm. They 
were performed with a needle, tipped with radio- 
active plutonium, which could accurately pro- 
duce radiation effects just in the needle-insertion 
area without affecting other parts of the cell.— 
Dr. T. R. Munro, Cambridge, England. 


Severity of Burns 


(Central Surgical Association, St. Louis, Feb. 18) 
MERE APPEARANCE can be very deceptive in 
judging the severity of a burn. Burns are likely 
to appear less serious than they actually are in 
the very old and the very young. Hair follicle 
structure is an important factor, and the fact that 
men usually have larger and deeper hair follicles 
can explain why similar appearing burns cause 
more damage in women than in men. This same 
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factor accounts for the relative severity of burns 
in children and elderly persons.—Dr. J. Ray- 
MOND HINSHAW, University of Rochester School of 
Medicine. 


Physician—Teach Thyself 


(Symposium on Diabetes, Georgetown Medical 
Center, Washington, D.C., March 8) DIABETICS 
REQUIRE careful and effective instruction con- 
cerning their diet, and “a physician who has vol- 
untarily followed a meal plan for one week as an 
experience will have a better understanding of 
the patient’s problems and be a better teacher of 
the dietetic system.”’ More than half of diabetic 
patients “do not understand the system they are 
expected to follow beyond a moderate degree of 
generality.”—Dr. DEWITT E. DELAWTER, 
Georgetown University. 


Diabetic Ulcers 


(Ibid., March 9) “Many a diabetic may be 
saved an amputation” if physicians are careful to 
diagnose foot ulcers as due to neuropathy rather 
than blood vessel defect—Dr. MALCOLM MAR- 
TIN, Georgetown University School of Medicine. 


Rheumatic Fever Myths 


(Irvington House announcement, Irvington-on- 
Hudson, Feb. 28) A SEVEN-YEAR research pro- 
gram in rheumatic fever prevention finds evidence 
to revise two previous concepts concerning this 
disease. One is that all patients who had rheu- 





matic fever are in danger of developing future 
heart disease. The second, that recurrent attacks 
are inherently dangerous to all recovered pa- 
tients, damaging a heart which had escaped harm 
in the initial attack.—Dr. ALVAN R. FEINSTEIN, 
medical director and Dr. ANGELO TARANTA, re- 
search director. 


Wart ‘Cures’ 

(Chicago Medical Society, Chicago, March 2) 
IMMUNITY DEVELOPING spontaneously could log- 
ically explain ‘‘the mysterious and illogical cures” 
of warts which follow trials of various “old 
wives’ ”’ therapeutic efforts. The wart virus ap- 
pears almost ubiquitous and “those of us who do 
not have this virus growing on our skin, or those 
who have previously had such infection undergo 
spontaneous disappearance, have acquired a 
state of relative immunity.”—Dr. E. RICHARD 
HARRELL, University of Michigan. 


Vitamin Absorption 


(Symposium on Mechanisms of Gastrointestinal 
Absorption, New York, March 7) ADMINISTRA- 
TION of the total daily dose of vitamins in several 
divided doses apparently has no effect on excre- 
tion, and thus presumably the absorption, of 
riboflavin or ascorbic acid, but thiamine and 
vitamin By. are absorbed in much greater 
amounts when given in divided doses.—Dr. J. J. 
CAMPBELL, Food and Drug Laboratories, Depart- 
ment of National Health and Welfare, Ottawa, 
Canada. 
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New Chapters in the Doctor-Hospital Dispute 


LOIS LAMME 


CORPORATE PRACTICE of medicine has invaded 
hospital emergency rooms, with the result that 
doctors are losing patients to hospitals. The num- 
ber of such cases has jumped 500 per cent in the 
last decade, according to one recent report. 

This development is another outcropping of 
the various threats to private practice of medi- 
cine in the United States. An Asheville, N.C., 
physician, Dr. G. Westbrook Murphy, has epito- 
mized the profession’s fear that numerous lay 
interests are endeavoring to assume control of the 
practice of medicine: ““The day is not far off when 
industry, labor, government, insurance com- 
panies, hospitals and related groups will combine 
in their campaign to control all health activities. 
If we are not organized into a position of strength, 
private practice, as we have known it, will cease 
to exist.”” As part of this trend, hospitals more 
and more are becoming purveyors of all health 
services in the community. 

Through a joint investigation of 265 hospitals 
in the United States, conducted recently by the 
American Hospital Association, the American 
College of Surgeons and Cornell University Med- 
ical College, it was learned that half of all the 
hospitals’ emergency rooms routinely perform 
such nonemergency functions as caring for hos- 
pital personnel or serving as a general clinic. As 
only about half of the hospitals questioned had 
outpatient departments, it was assumed that 
many hospital emergency rooms were forced to 
assume this function. 

On this aspect of the corporate practice issue, 
however, 71 per cent of all the hospitals’ admin- 
istrative staffs believed emergency room func- 
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tions should be restricted to the care of patients 
with actual emergency conditions. The remaining 
29 per cent believed that emergency rooms could 
properly serve other functions, such as screening 
or general clinic, either full-time or to fill in when 
the outpatient department is closed. In practical 
usage, only one-half of the hospitals were able to 
restrict emergency room functions to true emer- 
gencies. 


General Practitioners Restricted 


General practitioners often are restricted in the 
emergency rooms. Only 31 of 114 urban hospitals 
permitted general practitioners to practice with- 
out some kind of restrictions; in rural areas, one- 
third of the hospitals placed restrictions upon 
their activities. 

The American Hospital Association says that 
this widespread use of emergency facilities for 
nonemergency purposes can occur only at the 
expense of decreased efficiency in the care of 
actual emergencies. 

“In general, major operating facilities in emer- 
gency units are not found to be practical or 
efficient, but we strongly feel that a complete 
minor operating unit is an essential part of 
every emergency room,” states the AHA. 

Demands on emergency facilities now represent 
all aspects of medical practice, including medi- 
cine, surgery, pediatrics, obstetrics and psy- 
chiatry. The AHA states it is logical that super- 
vision of an emergency service should be vested 
in a committee that represents all of the clinical 
services, in addition to the hospital administra- 
tion and the nursing department. In fact, though, 
only one-third of all hospitals studied had such 
a committee, and only 17 per cent of those in 
rural areas did. 
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“No reactions occurred from ingestion or from 
skin and intradermal tests with Acerola juice.”? 


A Wide Variety at an Early Age 

BiB juices permit early introduction of a wide 
variety of flavors—valuable in taste-training the 
infant. Special process assures free flow through 
bottle nipple; ideal for spoon or cup feeding, too. 
BiB juices require no reconstitution, no heating, 
no defrosting. All mother does is open the can of 
BiB juice and it’s ready for feeding. 
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New Chapters 
in the Doctor-Hospital Dispute 


Forty-two Per Cent of Cases Nonemergency 


This dramatic increase in hospital emergency 
services is further indicated by the fact that of all 
patients visiting emergency rooms, 42 per cent 
were considered to have nonemergency problems, 
and 18 per cent were later admitted to the hos- 
pital as inpatients. 

The hospitals were surveyed for a running 
tabulation of all emergency room visits for one 
week. The breakdown is shown at the left: 








eralsurgery . 27% 


Between 1945 and 1958, for 
the hospitals in the present 
series, the increase in emer- 


ae ain gency room visits was 110 per 
es. . . . 14% cent. This increase was not 
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the outpatient departments, 











and as a contrast, the total 
number of hospital admissions during the same 
period rose only 56 per cent. 

The present survey also indicates a change in 
function of the emergency facilities rather than 
simply an increase in visits for accidental injuries. 


Controversy Continues 
Over Hiring Specialists 

In other areas of hospital services (radiology, 
anesthesiology and pathology), doctors and hos- 
pitals have been almost deadlocked in a pro- 
longed conflict. The controversy revolves about 
the question of whether it is right or wrong for a 
hospital to earn a surplus on medical services of 
specialists hired by the hospital. 

Mr. Mac F. Cahal, executive director of the 
American Academy of General Practice, a pioneer 
in studying legal aspects of the doctor-hospital 
relationship, pointed out in 1941 that the hospital 
had undergone a rapid metamorphosis in its 
structural makeup and its position in the treat- 
ment of sickness. Under the impact of the indus- 
trial revolution, the hospital, which once was a 
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Many people in the medical profession fear that the interests 
of industry, labor, government, insurance companies, hospitals 
and related groups will someday combine to control all health 
activities. 


private institution, rapidly became a corporate 
structure employing and making available to the 
doctor the expensive equipment necessary for 
modern practice and the services of assisting lay 
and technical personnel. 

“If it was expedient for hospitals to employ 
anesthetists, pathologists and radiologists,” Mr. 
Cahal said, “it is not surprising that they should 
also employ surgeons, clinicians, obstetricians and 
other specialists. There is an unmistakable trend 
in this direction, the full import of which has 
been only recently realized.” 

This impersonal institutionalization of med- 
icine and the resulting encroachment of hospitals 
upon the field of private medical practice did in- 
deed bring widespread and lasting consequences. 
The dispute has had its day in the courts of 
many states, as well as in the AMA and the 
AHA. This cold war, relatively quiescent for a 
number of years, was rekindled at the December, 
1959 AMA meeting. 

Doctors had become alarmed over the ex- 
panded outpatient and diagnostic services in 
hospitals and the fact that hospitals seemed to be 
exercising more and more control over staff doc- 
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New Chapters 


__ in the Doctor-Hospi-al Dispute 


tors. AHA President Russell A. Nelson had as- 
serted that “hospital service is medical and is 
becoming increasingly so” and had urged expan- 
sion of outpatient, diagnostic and other services. 

An AHA policy statement issued in the summer 
of 1959 also had disturbed the doctors. This state- 
ment had called the specialists “‘purveyors” and 
said it was the hospital’s responsibility to de- 
termine the charges for hospital services. 

This is a legal matter of immediate importance 
to specialists such as radiologists, pathologists 
and anesthesiologists, who sometimes are salaried 
hospital employees, but it is also a problem of 
potential concern to every American doctor. The 
doctors fear that if hospitals should win a clear- 
cut victory in this area that they would have es- 
tablished a precedent for similarly hiring all 
types of specialists, as well as general practitioners. 
Some doctors fear that many hospital admin- 
istrators would like to see a system of medical 
practice evolve in which all who are ill would go 
to a community health center to be assigned a 
physician or allied health personnel to take care 
of them. 


Doctors See Violation of Ethics 


Physicians in private practice have a long- 
standing antipathy toward “corporate practice,” 
and those outside the specialties concerned be- 
lieve that a legal or ethical principle is at stake. 
The real ethical test, many authorities have de- 
clared, is whether any exploitation of the doctors 
exists. 

On the other hand, hospital management claims 
that there is no exploitation, that the surplus 
earned on medical services is necessary to cover 
deficits in other departments, and that this is 
More of an accounting problem than a legal issue. 

The AMA Law Department, which has studied 
the relation of physicians and hospitals since the 
beginning of the dispute, says that insofar as it 
can be determined, the corporate practice of 
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medicine (directly or indirectly) is illegal in most 
states. However, in several states, there exist 
certain modifications of this general law. 

Doctors point to the general rule stated in 13 
American Jurisprudence under the section relat- 
ing to corporations: “‘While a corporation is in 
some sense a person and for many purposes is so 
considered, yet, as regards the learned professions 
which can only be practiced by persons who have 
received a license to do so after an examination as 
to their knowledge of the subject, it is recognized 
that a corporation cannot be licensed to practice 
such a profession . . .” 

“Human personal qualifications for such (the 
learned) professions cannot be possessed by a 
corporation,” it is also stated in Fletcher’s Cyclo- 
pedia on Corporations, a recognized authority on 
corporation law. 

The doctrine of respondeat superior is applica- 
ble, according to Mr. Mac F. Cahal’s extensive 
study of the problem. He states: ‘From an ex- 
amination of the cases pertaining to the liability 
of an incorporated hospital for the torts of its 
employed physicians, we are forced to the con- 
clusion that where a corporation employs a 
physician at a fixed stipend and reaps a profit 
from the fees charged for his services, the cor- 
poration itself charging and collecting fees for 
the physician’s services, an agency relationship is 
created and the familiar doctrine of respondeat 
superior applies. 

“Occupying the position of principal in an 
agency relationship, the hospital is subject to 
another maxim in the law: Qui facit per aliwm, 
facit per se. The hospital is engaged in the practice 
of medicine.” 


Supreme Court Ruling as Evidence 


The Washington Supreme Court, moreover, 
has upheld a dictum of the South Carolina court 
that: “If such a course were sanctioned (the ex- 
pedient of employing a licensed practitioner and 
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New Chapters 
in the Doctor-Hospital Dispute 


selling his services) the logical result would be 
that corporations and business partnerships might 
practice law, medicine, dentistry or any other 
profession by the simple expedient of employing 
licensed agents. And if this were permitted, pro- 
fessional standards would be practically de- 
stroyed, and professions requiring special training 
would be commercialized, to the public detri- 
ment. The ethics of any profession is based upon 
personal or individual responsibility. One who 
practices a profession is responsible directly to 
his patient or client. Hence, he cannot properly 
act in the practice of his vocation as an agent or 
a corporation whose interests in the very nature 
of the case are commercial in character.” 

In Mr. Cahal’s words, “The science and the 
ethics of medicine did not spring from the mar- 
ketplace. They were born in the temple of 
Aesculapius and nurtured in the individual hands 
of many generations of physicians. The sufferings 
of asick man can be relieved only by the ministra- 
tions of another man—the physician. The cor- 
poration, so convenient for modern-day business, 
is alien to the personal and intimate relationship 
which surrounds the care of the sick and dying. 

“The doctrine forbidding the practice of med- 
icine by corporations has found expression in our 
system of jurisprudence under the sound reason- 
ing that the interjection of a third party between 
a doctor and his patient destroys the close rela- 
tionship so important in the treatment of sick- 
ness. As with other settled principles in the law, 
it is founded upon considerations for the benefit 
of mankind and the welfare of our society.” 

The AMA Principles of Medical Ethics serve 
as another guide to physicians in their relation- 
ships with hospitals. This code in its 1955 edition 
read in part: “‘A physician should not dispose of 
his professional attainments or services to any 
hospital, lay body, organization, group or indi- 
vidual, by whatever name called, or however or- 
ganized, under terms or conditions which permit 
exploitation of the services of the physician for 
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Some doctors are apprehensive of the medical system of the 
future. They are worried that many of the country’s hospital 
administrators would like for all medical practice to be con- 
trolled from a community health center, with physicians and 
allied health personnel being assigned to take care of patients. 


the financial profit of the agency concerned. Such 
a procedure is beneath the dignity of professional 
practice and is harmful alike to the profession of 
medicine and the welfare of the people.’’ The 
present language of the Principles (Section 6) 
reads: ““The Judicial Council of AMA has ex- 
pressed the opinion that this language embodies 
the spirit and intent of the 1955 language.” 

Past actions of the AMA House of Delegates 
support the doctors’ side of the case that radi- 
ology, anesthesiology, pathology and physiatry 
constitute the practice of medicine. 

The AMA Law Department has also pointed 
out that fee splitting with a corporation is just 
as unethical as fee splitting with another doctor. 


‘Responsibility Minus Authority’ 


The doctors’ side of the case maintains that 
where specialists serve as salaried employees, 
they lose some part of their freedom to protect 
the interests of their patients and become tech- 
nicians employed to provide those “services” 
that may be considered necessary. As stated by 
William C. Stronach, executive director of the 
American College of Radiology, the radiologist is 
powerless to control the factors that control pa- 
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tient care. ‘“Responsibility minus authority equals 
frustration,” he says. 

The AMA Guides for Conduct of Physicians in 
Relationships with Institutions, adopted in 1951, 
and reaffirmed a number of times since (as late as 
June, 1960), state that ““Every professional man 
on the appointed staff should have a voice in the 
professional management of the institution. The 
pathologist, roentgenologist, anesthesiologist and 
physiatrist, as well as the other professional staff 
members, should have equal standing as active 
members of the staff with all the rights and priv- 
ileges pertaining to other members of the staff 
of equal standing.” 

The American Society of Anesthesiologists 
states that it carries on an “education”’ activity 
in this respect, attempting to show doctors and 
hospitals the benefits which accrue over the long 
run from the control of the practice of medicine 
by physicians. ‘Our efforts in these respects have 
been attended with some success,” reports Exec- 
utive Secretary John W. Andes. 

There are some complaints that those “‘who 
hold the pursestrings call the tune” and that 
this, at least to some extent, affects what is done 
for the patient. 


Hospital Officials Are Unconvinced 


All of these arguments, however, are most un- 
convincing and unimpressive to the hospitals’ 
side of the dispute. 

Hospital officials have charged that some doc- 
tors are more interested in the “economics” of 
ethics than in the “‘morals’’ of ethics. 

Dr. Albert W. Snoke, past AHA president, 
said that it is sometimes difficult to draw the line 
between medical services and hospital services, 
but added that “hospitals do not practice medi- 
cine, that whatever the local circumstances, it is 
always the doctor who practices medicine.” 

Dr. Snoke asserted that if there is any inter- 
ference from administrators and trustees in the 
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professional management of the individual case, 
it is exceedingly rare. He concurred that such in- 
terference would be most improper but maintains 
that it does not occur. 

Alanson W. Willcox, general counsel of the 
American Hospital Association, states that “‘the 
rationale of the adverse opinions (rendered 
against hospitals) if it were pressed to its seem- 
ingly logical conclusion, could hold a serious 
threat to the institutional integrity of the public 
and nonprofit hospitals and their ability to serve 
the public.” 

He points out that the rule that forbids corpo- 
rations from practicing medicine, dentistry and 
the like originated in cases involving commercial- 
ization of practice by business corporations, 
which often was accompanied by quackery or 
other obvious evils. The AHA counsel declares 
that it is fiction that a corporation is doing what 
its officers or employees are doing on its behalf. 

“‘What is meant by ‘exploitation’ is frequently 
obscure,” Mr. Willcox continues, “but the word 
in its invidious sense can hardly be applied to 
the voluntary acceptance by a physician of any 
reasonable salary or other financial arrangements, 
whether or not the hospital derives a ‘profit’ from 
its services.” 


Administrators Blame Specialty Societies 


Many hospital administrators also maintain 
that hospital specialists really are not dissatis- 
fied and that the radiologists’ and pathologists’ 
societies are responsible for fanning the flames 
of the disagreements. 

Administrators claim that the majority of hos- 
pital specialists are satisfied with the financial 
arrangements under which they work and that 
demands for more independence come from the 
specialty societies. A recent poll by Modern Hos- 
pitals revealed that the average income of full- 
time radiologists at reporting hospitals was $30,- 
860. This figure was $38,000 for pathologists. 
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This same report gave the following breakdown 
of financial arrangements under which the radiol- 
ogists work: 

59 per cent got a percentage of their department’s 

gross; 

21 per cent got a percentage of their department’s 

net; 

11 per cent were salaried; 

6 per cent were paid on a per-examination 

basis, and 

3 per cent leased the hospital’s facilities. 

The pathologists, however, were less independent. 
Twenty-six per cent of this group were on salary, 
and less than half enjoyed a percentage. 

Sixty-six of the 204 administrators queried re- 
ported “pressure comes from outside organizations 
(mostly from specialty societies), trying to 
change the hospital-specialist arrangement.” Ad- 
ministrators say that the specialists are afraid to 
defy their associates in the profession who pres- 
sure them to conform to organization-approved 
arrangements. 

Most of the requests for a change in arrange- 
ments ask for the specialists’ names to be includ- 
ed on hospital bills (the administrators point out 
that such a policy could lead to similar requests 
from others on the medical staff.). Others request 
changes from a salary basis to a percentage of 
gross. Administrators are likewise reluctant to 
give ground on this request. 

With hospital administrators declaring that 
specialist societies are “formidable obstacles to 
good hospital-doctor relations” —and with many 
individuals on the other side aligned against 
“corporate practice of medicine,” it seems that 
the two sides are rather far apart. 


Legal Decisions on Corporate Practice 


What has been done legally—and otherwise— 
to settle the dispute and bring about more har- 
monious relations? 

Perhaps the most significant legal action on 
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Doctors support their arguments against corporate practice 
by citing 18 American Jurisprudence which states that the 
learned professions can be practiced only by persons who have 
received a license to do so after an examination as to their 
knowledge of a subject. 


corporate practice took place in Iowa in 1955. 
At that time, after a 13-week trial, the District 
Court of Polk County, Ia., confirmed a 1954 rul- 
ing by Iowa’s attorney general that hospitals 
hiring specialists were practicing medicine illegal- 
ly and that physicians were violating the Iowa 
Medical Code by splitting fees. 

The basis for this opinion is succinctly stated in 
Judge C. Edwin Moore’s decision: ‘“‘Under the 
Iowa law, the privilege of practicing medicine is 
a personal one requiring qualifications which can- 
not be met by a corporation.” 

Twenty-five out-of-state hospital and medical 
spokesmen testified during this trial, which was 
watched with a great deal of interest by doctors 
and hospital officials all over the country. Al- 
though this legal matter had been argued else- 
where, this was the first time that a court had 
ruled on it so specifically. 

A pact signed by the Iowa Medical Society and 
the Iowa Hospital Association banned salaried 
employment of radiologists and pathologists, giv- 
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ing the alternative of dividing professional fees 
with specialists but not forcing hospitals into 
outright rental of facilities. 

Both sides claimed a clear-cut victory but 
neither actually won. It was thought that the 
decision would give the pathologists greater con- 
trol over their medical practice. This decision has 
lent moral support to many state medical asso- 
ciations, as their committees have tried to draft 
workable principles governing relations of phy- 
sicians and hospitals. 

In December, 1955, the Iowa Hospital Asso- 
ciation filed an appeal of the decision to the lowa 
Supreme Court. In May, 1957, the association 
withdrew its appeal. 


Medical Services Removed from Blue Cross 


During that interval a settlement had been 
consummated to effect a smooth and gradual 
transfer of pathology and radiology services from 
Blue Cross to Blue Shield. Numerous confer- 
ences were held between the Iowa State Medical 
Society and the Iowa Hospital Association, which 
resulted in preparation of a Joint Declaration on 
Hospital-Physicians Relations. This served as 
the basis for legislation enacted in the 1957 Iowa 
General Assembly. 

This law clearly established that: (1) A hos- 
pital cannot practice medicine in the state of 
Iowa; (2) acknowledged that pathology and ra- 
diology are medical services, and (3) provided for 
inclusion of pathology and radiology in the med- 
ical service plan (Blue Shield), as described 
above and required that bills for pathology and 
radiology must be submitted in the doctor’s 
name. 

An aggravating factor in this nationwide hos- 
pital-doctor argument has been the inclusion of 
medical services in the contracts of voluntary 
hospital service plans. Many times the AMA has 
reaffirmed that hospital service plans should ex- 
clude all medical services and that the contract 
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provisions of these plans should be limited ex- 
clusively to hospital services. 

In Texas there is little doubt as to the position 
the courts will take in any instance involving the 
corporate practice of medicine. In that state a 
physician cannot be employed by an individual 
or organization to practice medicine under an 
arrangement whereby the employer receives the 
fee for the professional services rendered by the 
physician and then in turn reimburses the phy- 
sician on a salary or percentage-type arrange- 
ment. 


‘Hess Report’ Becomes Historic 


Early action on the physician-hospital dispute 
was taken in the form of the “Hess Report,” 
presented to the AMA House of Delegates in 
June, 1949. This report declared that “‘the cor- 
porate practice of medicine is distinctly illegal in 
all of the states in the Union with some minor 
exceptions.” 

In 1951, the Guides for Conduct of Physicians 





In a recent poll, 66 out of 204 hospital administrators stated 
that outside organizations, mostly specialty societies, have been 
exerting pressure to change the hospital-specialist arrangement. 
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in Relationships with Institutions were adopted. 
These guides combined the chief elements of the 
Hess Report but modified certain key policies 
that had caused bitter dispute. For instance, the 
threat to drop offending hospitals from the AMA- 
approved list was lifted. 

Later, the guides were modified, and in 1953 
the AHA approved a version that stated it was 
all right for a doctor to work for a hospital if he 
did not accept ‘‘terms or conditions which permit 
exploitation of the patient, the hospital or the 
physician.” 

The ethical dilemma of many salaried physi- 
cians was thereby eased to some extent, with 
clarification of the real ethical test depending on 
whether any “exploitation” existed. Also, joint 
bills, rather than separate bills, were approved at 
that time. 

However, the AMA House of Delegates in 
December, 1959 and again in June, 1960 reaf- 
firmed the stronger position of the 1951 report, 
“Relations of Physicians and Hospitals”’: 

“A physician should not dispose of his profes- 
sional attainments or services to any hospital, 
corporation or lay body by whatever name called 
or however organized under terms or conditions 
which permit the sale of the services of that phy- 
sician by such agency for a fee.” 

The delegates declared actions subsequent to 
or inconsistent with the 1951 Guides superseded. 
Once again “‘sale of services’ had become the real 
issue. 

It is now recommended by the Guides that in- 
sofar as possible, physician-hospital controversies 
be settled at the local level. Failing there, they 
should be submitted to a committee of the state 
medical association for advice and recommenda- 
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tions. Problems not solved there presumably 
might go to the AMA Judicial Council. 


AMA Suggests Principles to Follow 


The AMA suggests the following general prin- 
ciples to individual physicians, county medical 
societies and state medical associations as a basis 
for adjusting controversies: 

“1. A physician should not dispose of his pro- 
fessional attainments or services to any hospital, 
corporation or lay body by whatever name called 
or however organized under terms or conditions 
which permit the sale of the services of that phy- 
sician by such agency for a fee. 

“2. Where a hospital is not selling the services 
of a physician, the financial arrangement if any 
between the hospital and the physician properly 
may be placed on any mutually satisfactory 
basis. This refers to the remuneration of a phy- 
sician for teaching or research or charitable serv- 
ices or the like. Corporations or other lay bodies 
properly may provide such services and employ 
or otherwise engage doctors for those purposes. 

“3. The practice of anesthesiology, pathology, 
physical medicine and radiology are an integral 
part of the practice of medicine in the same cate- 
gory as the practice of surgery, internal medicine 
or any other designated field of medicine.” 

In spite of the diametric opinions so long at 
war over this issue, few surely could disagree 
with this statement from the 1958 Report of the 
Committee on Legislation of the Medical Society 
of Virginia: ‘‘Hospitals and physicians are essen- 
tial to each other, and the high character of their 
joint services demands a free and harmonious 
solution of their differences.” 
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fluences and internal drives that can potentially warp 
the human mind. He tells you how the various modes 
of psychiatric treatment can help alleviate the emo- 
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The Concise Encyclopedia of Modern Surgery. 
By James Hale Rutledge, m.p. Pp. 308. Price, $8. Chilton 
Company, Philadelphia, 1960. 


THIS BOOK is aimed at the laity, at workers in fields 
allied to surgery (such as nurses, physical therapists, 
technicians, medical librarians, secretaries, dieticians 
and hospital administrators) and at patients. 

In simple language, it explains anatomy, disease 
changes, surgical procedures, preoperative care, 
anesthesia, hospitalization, convalescence, rehabili- 
tation complications and surgical terminology. A 
good chapter on conditions that complicate surgery 
covers a range from heart diseases to diet and from 
obesity to constipation, along with expected risks of 
hemorrhage, wound infection and the like. 

The author’s own line drawings are clear and the 
legends are concise and easy to understand. The 
book can be recommended for everyone—including 
medical students, who can use it for study before 
surgery courses are begun. 

— PHILIP THOREK, M.D. 


Crash Injuries. 
By Jacob Kulowski, M.p. Pp. 1,080. Price, $32.50. Charles 
C Thomas, Springfield, Ill., 1960. 


WITH THE MOUNTING carnage on our highways, the 
prevention, care and rehabilitation of crash injuries 
have become an important facet of medicine. 

Dr. Kulowski’s book covers the subject admirably. 
More than 50 tables and 600 illustrations help clarify 
the text. The author presents a wealth of data indi- 
cating that automobile safety can now take its place 
beside other advances in this age of speed and power. 
The book is particularly concerned with medical, 
engineering and legal aspects of the problem, with 
all converging toward a solution of the why and how 
of crash injuries. 

The book’s seven sections deal with (1) biomechan- 
ies, (2) pathomechanies, (3) autopsy pathology, (4) 
hospital morbidity among motorist casualties, (5) 
delayed complications and residual disabilities, (6) 
human salvage and (7) unified medical concept of 
crash injuries. 

A large part of the text is devoted to human sal- 
vage. This knowledge is essential for good patient 
care, from first aid through ultimate rehabilitation. 
Adjacent fields of engineering and the biologic sci- 
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ences are explored, evaluated and correlated with 
the total medical situation. Medical data are inte- 
grated with preimpact, impact and postimpact fac- 
tors. The result is an informal approach to the great 
reservoir of scientific, empiric, pathologic and clini- 
cal material. 

Because all physicians—particularly those in gen- 
eral practice—may be called on to treat persons 
injured in crashes, this volume should be available 
to every physician. It should certainly be in hospital 
libraries and in emergency stations, where the acci- 
dent victim is first received. With its message that 
many accidents can be prevented by sound engineer- 
ing and education, the book should also make us 
more willing to teach highway safety. 

—MALcom E. PHELPS, M.D. 


Medical, Surgical and Gynecological Complications of 
Pregnancy. 

Edited by Alan F. Guttmacher, M.D. and Joseph J. Rovin- 

sky, M.D. Pp. 619. Price, $16.50. Williams & Wilkins 

Company, Baltimore, 1960. 

HERE IS a complete and excellent book on the situa- 
tions that can turn pregnancy from a normal, tem- 
porary alteration of physiologic processes into a 
rapidly deteriorating pathologic state. 

It is in no way a textbook since normal conditions 
are rarely considered. The text is divided into 14 
sections. Each describes pathologic conditions of a 
certain organ system or those within the scope of a 
certain discipline of medicine. 

Conciseness is often sacrificed by the inclusion of 
many unproved theories. In this respect, the style 
is reminiscent of most standard textbooks. However, 
in spite of the generalized verbosity, the material is 
well written and easy to read. I was particularly 
impressed with the sections on hematologic problems, 
endocrine disorders and the cardiovascular renal 
system. 

The type seems somewhat smaller than ideal. 
Illustrations, diagrams and tables are so scant as to 
be practically nonexistent. 

The book is just what it purports to be—a study 
of the complications of pregnancy. It can be recom- 
mended as a reference source for any general practi- 
tioner who does obstetrics. 

—JOHN C. ELY, M.D. 
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= Russian investigators have found that 
treatment with artificial sleep can rejuvenate 
animals. One dog, ‘‘naturally’’ senile, was 
restored to vigor through sleep ; rats and 
monkeys made prematurely senile through 
exhaustion of the cortical cells were also 
rejuvenated by sleep. 


=» A new electronic device has been invented to 
simulate the sound of falling rain. This is the 
most hypnotic of all sounds—according to 
the manufacturer. 


« ‘‘Sleeping at Church ; or How to Avoid It’’ 
was a matter of comment in The Boston Patriot 
in 1813. ‘‘.. . notwithstanding the previous 
determination to be attentive . . . sleep with all 

its alluring and irresistible enticements will 
occasionally overtake and as certainly over- 
power. ...’’ The remedy: ‘‘.. . use of that 
ENLIVENING and highly approved, Aromatic, 


Fragrant Composition called ‘HEAD-ACHE SNUFF.’ ”’ 


Whenever sleep is the immediate need, prescribe 
Lotusate®. This somnifacient brings sleep in 

from fifteen to thirty minutes—sleep that lasts 
for six to eight hours. Patients awaken refreshed, 
without lethargy. Lotusate looks different in 

size, shape and color. Its slender purple Caplets® 
will be a welcome change to the patient. 


thnep 


LABORATORIES 
New York 18, N. Y. 


Lotusate, intermediate-acting 
barbiturate, available in 
Caplets of 120 mg. (2 grains) 
for insomnia. 

Lotusate (brand of talbuta! [5-allyl- 


5-sec.-butylbarbituric acid] ) and 
Caplets, trademarks reg. U. S. Pat. Off. 
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Medical Care of the Adolescent. 
By J. Roswell Gallagher, M.D. Pp. 384. Price, $10. Apple- 
ton-Century-Crofts, Inc., New York, 1960. 


AIMED at the family physician, this book is well 
worth reading. It emphasizes the special needs of the 
adolescent, who is between childhood and adulthood 
and whose physical and emotional patterns require 
personal consideration. 

After reading this book, one should recognize that 
care of the adolescent can be a specialty in itself and 
that many physicians devote too little time and 
thought to the problems of adolescence that will 
affect the emerging adult personality. One should 
treat the adolescent as a whole—not just his illnesses. 
Disorders in adolescence require not only proper 
treatment at the time but also long-range evaluation 
for the future. 

There are 30 chapters of easy, down-to-earth 
reading with no highly technical verbalizations. All 
this, resulting from the experience of a large staff 
working in an adolescent unit, stresses the emotional 
element in every physical problem of the adolescent. 

— MARJORIE E. CONRAD, M.D. 


Strike Back at Arthritis. 

Public Health Service Publication No. 747. Pp. 45. Price, 

$0.40. United States Government Printing Office, Wash- 

ington, D.C., 1960. 

THIS COMPREHENSIVE BOOKLET was prepared by the 
Public Health Service in collaboration with The 
Arthritis and Rheumatism Foundation. It describes 
the three types of arthritis that cause the most 
extensive disability—rheumatoid arthritis, ankylos- 
ing spondylitis and osteoarthritis—and gives defini- 
tive instructions for the patient. 

The instructions include advice on posture, bed 
positions, sitting, standing and walking for the 
arthritic. The uses of heat, hot compresses, massage 
and exercise are also covered. More than 30 pages are 
devoted to drawings outlining the exact methods of 
both active and assisted exercises. Finally, splinting, 
special shoes, canes, crutches and self-help devices 
are discussed. 

Every physician who treats arthritis should own 
a copy of this booklet. It should also be available to 
every patient who suffers from the disease. 

—F. P. RHOADES, M.D. 
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The Intestinal Tract. 

By Richard Paul Spencer, M.D. Pp. 411. Price, $12.75. 

Charles C Thomas, Springfield, Ill., 1960. 

Dr. SPENCER’S BOOK, The Intestinal Tract, is well 
prepared and succinct in its explanation of the func- 
tions, normal conditions and abnormalities of the 
intestinal tract. 

The book is the result of tremendous research 
into many published articles relating to the intestinal 
tract. The author has taken nuggets from articles, 
combined them according to subject matter and then 
restated them in a simple way. Readers will have no 
trouble understanding his message. 

I found the book fascinating and informative. It 
is well written and Dr. Spencer deserves commenda- 
tion for it. I believe his book can benefit every gen- 
eral practitioner, although it is definitely of interest 
to students and researchers as well. 

—LEwIs W. CELLIO, M.D. 


Anorexia Nervosa. 

By Eugene L. Bliss, M.p. and C. H. Hardin Branch, M.D. 

Pp. 210. Price, $5.50. Harper & Brothers, New York, 

1960. 

WRITTEN BY TWO MEMBERS of the Department of 
Psychiatry, University of Utah College of Medicine, 
this monograph successfully encompasses the re- 
corded knowledge of anorexia nervosa, dating back 
to the sixteenth century. The history of the condi- 
tion—even before it received its name, in 1868—is 
included. Also presented are clinical aspects, psycho- 
dynamics, biologic factors and treatment of anorexia 
nervosa. One-third of the text is devoted to 22 case 
histories. 

It was the authors’ intention to cover the entire 
subject of the disorder, which, they state, “occurs 
more frequently than is usually supposed.” In this 
they have succeeded. They might well have omitted 
the long tables of results of previous studies on the 
condition and, instead, summarized this information. 
However, most of the book is interesting to read. It 
is short enough to be suitable as a textbook rather 
than as a reference source for specific details. For 
this use, it can be recommended to psychiatrists and 
to general physicians, whose practices will sooner or 
later include a case of anorexia nervosa. 

—LEO M. WACHTEL, M.D. 
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min LOtusate 


To the pious Thai people, ponds of lotus in the King’s 
Park near Bangkok suggest heaven. The symbolic 
lotus is sacred and powerful to them. Lotusate, name 
inspired by the lotus flower, gives earthly restorative 
sleep to patients who need it. 


Lotusate, intermediate-acting barbiturate, developed 
by Winthrop Laboratories after thorough research and 
clinical trial, stops insomnia and brings needed sleep — 
without lethargy. It induces sleep in from fifteen to 
thirty minutes — sleep that lasts a natural span of six 
to eight hours. Its different appearance, slender purple 
Caplets®, will be a weleome change to the patient. 


Whenever sleep is needed — for hospital patients, 
elderly patients, travelers, or driving, energetic 
business or professional men, prescribe Lotusate. 


B as sles vithou 


ith 


LABORATORIES 
New York 18, N. Y. 


Lotusate available in purple Caplets 
of 120 mg. (2 grains) for insomnia. 
Lotusate (brand of talbuta! [5-ally!- 


5-sec.-butylbarbituric acid] ) and 
Caplets, trademarks reg. U. S. Pat. Off. 
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Proven 


in over six years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, dependable 
1 tranquilization without unpredictable excitation 


9 no cumulative effects, thus no need for difficult 
dosage readjustments 


3 does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
4 jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 


Also supplied in sustained-release capsules ...____, 


Meprospan’ ’ 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-release 
capsules containing 200 mg. meprobamate). 











i) WALLACE LABORATORIES / Cranbury, N. J. 
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Practitioner’s Bookshelf 


The Chemistry of Lipids in Health and Disease. 
By H. K. King, Px.D. Pp. 104. Price, $3.75. Charles C 
Thomas, Springfield, Ill., 1960. 


THIS SHORT MONOGRAPH is an unusually literate 
summary of current knowledge of the structural and 
physiologic chemistry of lipids (fatty acids, glyc- 
erides, phosphatides, steroids). The author presents 
sophisticated concepts simply but without loss of 
accuracy. 

In a few pages he categorizes the major problems 
in our understanding of the digestion, absorption, 
biosynthesis and oxidative metabolism of fats in the 
animal organism. The last two chapters, on the rela- 
tion of lipid intake and metabolism to atherosclerosis, 
are an excellent critique of popular theories regard- 
ing the genesis of vascular disease. 

For those with a meager background in bicchemis- 
try, the book is a readable, instructive review of data 
in this important area of research and medicine. An 
excellent bibliography of selected review articles is 
included. —JOHN C. ROSE, M.D. 


Psychophysiologic Approach in Medical Practice. 
By William W. Schottstaedt, M.D. Pp. 352. Price, $8. 
The Year Book Publishers, Inc., Chicago, 1960. 


UNDOUBTEDLY many specialists view general prac- 
titioners as dilettantes—jacks-of-all-trades, masters 
of none. Although this criticism may be justified in 
individual cases, the rebuttal is that someone in the 
medical fraternity must have the capacity for a broad 
viewpoint, for seeing the patient as a whole and in 
relation to his environment. 

Formal psychiatry texts are valuable primarily to 
the specialist. This handy book is addressed to the 
general practitioner who, in striving to live up to 
the requirements of his field, needs more insight into 
the patient’s personality and social experience as 
they relate to his medical problems. Technical jargon 
is conspicuously absent, as are lofty theories of 
psychopathology common to more erudite works. 
The language is conversational. 

The key word of the text is “stress.” The first 
chapter reveals the various occult forms of stress. It 
is followed by a description of physiologic responses 
to stress. Thereafter, psychologic manifestations and 
other associated phenomena are discussed at length. 
The role of the physician is examined in all these 
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Over 100 illustrations 
like this one... 


... make this new atlas a lifetime 
investment for any physician 
practicing obstetrics! 


Just Published! Willson 
ATLAS OF OBSTETRIC TECHNIC 


This new Mosby atlas, authoritatively written by an eminent 
obstetrician, J. Robert Willson, M.D., is a practical guide- 
book containing 120 large, individual step-by-step drawings 
(twice the size of the illustration above) which can poe 
you through all the technics of norma) delivery and can 
assist you in the management of complications which may 
arise p we uring late pregnancy or labor. It is masterfully illus- 
trated with original drawings by one of the nation’s foremost 
medical artists, Miss Daisy Stilwell. While much has been 
written concerning abnormal obstetrical conditions, this is 
the only book in print which clearly illustrates every step 
in every type of normal delivery. 

Dr. Willson’s new book is available « ‘wo editions: the 
deluxe edition for the physician who realizes that this book 
is a lifetime investment and as such should be printed on 
one of the finest paper stocks obtainable and encased in an 
elegant binding; and the standard edition produced on the 
same quality stock and with the same substantial binding 
found on many other important Mosby reference books. 
The contents of both editions is identical. 

By J. ROBERT WILLSON, M.D., M.S., Professor of Obstetrics and G 

ment of Obstetrics and Gynecology, T 


. i. tt 
by DAISY STILWELL. Published February, 1961. 304 pages, O%e x 11°, 56 tol 
page plates. Deluxe edition, $14.50. Standard edition, $12. 








Order on 30 Day Approval From 


rr 
The C. V. Mosby Company 
3207 Washington Bivd., St. Louis 3, Mo. 


Please send me @ copy of Willson, ATLAS OF OBSTETRIC TECHNIC on 
30 day approval. | fand that if | am not completely satisfied, 
| can return the book within 30 days with no charge or obligation. 
If remittance is enclosed, publisher pays the mailing charge. 

C) | prefer the deluxe edition priced at $14.50 

(CI prefer the standard edition, priced at $12.50 

OC Payment enclosed (2 Charge my account 

(Same return privilege) C2 Open a new account for me 
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chapters. Progressively more emphasis is placed on 
treatment, either through directed psychotherapy or 
through the doctor-patient relationship. 

The author uses an effective device which adds to 
the reader’s comprehension. In an early chapter he 
describes an illustrative case in detail. He then refers 
repeatedly to other pertinent aspects of the same 
case as fresh points are taken up subsequently. 

The reader cannot fail to be impressed with the 
wealth of information presented by this case meth- 
od. The abstractions of psychiatry, which have led 
many physicians to shun it, are made as substantial 
as possible. Nonetheless, as in any other branch of 
medicine, mastery of the technique requires assidu- 
ous effort on the part of the physician. Any general 
practitioner will find the book worth reading and 
owning. — DANIEL M. ROGERS, M.D. 


Proceedings of a Symposium on Immunization in Childhood. 
Pp. 189. Price, $4.25. Williams & Wilkins Company, 
Baltimore, 1960. 

AS ITS TITLE implies, Proceedings of a Symposium on 

Immunization in Childhood is the report of a May, 

1959, meeting held in London to devise a program 

for immunizing children. Approximately 70 of Brit- 

ain’s most distinguished bacteriologists, immunolo- 
gists, health officers and pediatricians, together with 

a few foreign visitors, attended. 

Two immunization schedules were adopted. Ac- 
cording to Schedule A, three injections of pertussis 
vaccine are given alone, followed by diphtheria and 
tetanus vaccine and then poliomyelitis vaccine. Ac- 
cording to Schedule B, triple vaccine is given, fol- 
lowed by poliomyelitis vaccine. 

Both schedules recommend that injections begin 
at 5 to 6 months of age and that triple vaccine 
boosters be given during the second year. Both ad- 
vise that smallpox vaccination be done sometime 
during the first five years, with revaccination at 8 to 
9 years of age. 

The immunization schedules differ from the one 
advocated by the American Academy of Pediatrics, 
which stresses early immunizations (between 114 and 
2 months of age), administration of all four antigens 
together, more frequent booster injections and con- 
tinuation of preventive inoculations (except pertus- 
sis) up to 16 years. — HARRY BAKWIN, M.D. 
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IN BRIEF “\ 


ATARAXOID contains the glucocorticoid prednisolone and 
the ataractic agent, hydroxyzine. 


ADVANTAGES: ATARAXOID combines the tension-relieving 
effects of hydroxyzine with the anti-inflammatory action 
of prednisolone, a well-established corticosteroid, for 
superior control of the signs and symptoms of rheuma- 
toid arthritis without unexpected side effects. An impor- 
tant result of the therapeutic effects of ATARAXOID is 
noted by Warter*: “In addition it was possible in many 
cases for the first time to gain the active cooperation of 
patients in the management of their disease.” 


INDICATIONS: Rheumatoid arthritis; other collagen dis- 
eases and related conditions; other musculoskeletal dis- 
orders (myositis, fibrositis, bursitis, etc.) ; allergic states, 
including chronic bronchial asthma and severe hay 
fever; and allergic/inflammatory diseases of the skin 
and eyes. 


ADMINISTRATION AND DOSAGE: ATARAXOID dosage varies 
with individual response. Clinical experience sug- 
gests the following daily dosage: Initial therapy—4-6 
ATARAXOID 5.0 Tablets. Maintenance—1-4 aTaraxoin 5.0 
Tablets or 2-8 aTaraxoiw 2.5 Tablets. After initial sup- 
pressive therapy, gradual reduction of prednisolone dos- 
age should begin and continue until the smallest effective 
dose is reached. Prescribe in divided doses, after meals 
and at bedtime. 


SIDE EFFECTS: Prednisolone may produce all of the side 
effects common to other corticosteroids. As with other 
corticosteroids, insomnia, mild hirsutism, moonface and 
sodium retention have occurred. Osteoporosis may de- 
velop after long-term corticosteroid therapy. 


PRECAUTIONS AND CONTRAINDICATIONS: Usual cortico- 
steroid precautions should be observed. Incidence of 
peptic ulcer may increase on long-term prednisolone 
therapy. However, therapy has often been maintained 
for long periods without adverse effects. Contraindicated 
in infectious disease including active tuberculosis (ex- 
cept under close supervision), peptic ulcer, certain 
infections of the cornea, such as dendritic keratitis, 
superficial punctate keratitis, epidemic keratoconjunc- 
tivitis, and in patients with emotional instability. Cau- 
tion is indicated in the treatment of diabetic patients and 
patients with severe cardiovascular disease, and in some 
cases sodium restriction and potassium supplementation 
must be considered. 


SUPPLIED: As green, scored ATARAXOID 5.0 Tablets, con- 
taining 5 mg. prednisolone and 10 mg. hydroxyzine 
hydrochloride and blue, scored aTARAXOID 2.5 Tablets, 
containing 2.5 mg. prednisolone and 10 mg. hydroxy- 
zine hydrochloride. 


More detailed professional information available on 
request. 


*Warter, P. J.: Prednisolone-hydroxyzine combination in rheue 
matoid arthritis, J. M. Soc. New Jersey 54:7, 1957. 
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A Primer of Electrocardiography. 
4th ed. By George E. Burch, M.D. and Travis Winsor, 
M.D. Pp. 298. Price, $5. Lea & Febiger, Philadelphia, 
1960. 


THE AUTHORS have wisely kept this revised edition 
simple, confined to well-established principles and 
free of controversial material. Only a few minor 
changes have been made in the fourth edition 
because, as the authors point out in the preface, 
“relatively few advances have been developed which 
would be of value to the beginner.” 

Some new illustrations have been added and the 
sections on right and left bundle branch block and 
right and left ventricular hypertrophy have been 
extended. The book remains one of the best and 
clearest presentations of elementary electrocardio- 
graphy available. It is reeommended to anyone who 
is a beginner in the field. 

— ARTHUR C. DEGRAFF, M.D. 


The Dynamics of Psychiatric Drug Therapy. 
Edited by G. J. Sarwer-Foner, M.D. Pp. 624. Price, $16. 
Charles C Thomas, Springfield, Ill., 1960. 


TREMENDOUS FERMENT is at work in the field of 
psychotropic, or “phrenotropic,” drugs. The daily 
mails bombard us with literature and samples of new 
agents, with strange names. 

In recognition of this exploding field, the McGill 
University Faculty of Medicine invited a chosen 
group of psychiatrists and research scientists to 
gather for discussion of the role and effects of such 
drugs in psychiatric medicine. Participants were 
divided into small groups which discussed one or two 
papers each, presented as a focal point in the area 
covered by the group. Finally all met together to 
review summaries of each group discussion. This 
book presents an edited transcript of the proceedings. 
Liberal use of subtitles and large print makes it easy 
to find one’s way about in the book. A somewhat 
annoying feature is the frequency of typographic 
errors, although they do not obscure the meaning. 

The skillful editing of the chairman, Dr. G. J. 
Sarwer-Foner, has preserved the lively spirit of 
give-and-take pervading the discussions (this was 
heightened by deliberate grouping of persons with 
disparate views on the discussion subjects). Aspects 
covered were physiologic effects and psychologic 
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implications of neuroleptic drugs and their role in 
ego defenses and structure; environmental and socio- 
logic determinants of behavior; transference and 
countertransference problems, and therapeutic con- 
siderations. 

Although all the committee members were 
psychiatrists, the conference was an interdisciplinary 
study because of the divergent training of the 
participants. Not all were psychoanalytically ori- 
ented. The discussion of papers written by the 
analysts evoked considerable debate on the choice 
and meanings of esoteric terms. 

The general conclusion reached will be no surprise 
to anyone—that many of the phrenotropic drugs 
are useful in the management of psychiatric disease 
when judiciously employed as an adjunct to formal 
psychotherapy. The value of the book lies in its 
critical analyses of the role of drugs in various 
psychopathic conditions and of the newer theories 
on the psychologic changes induced by them (there 
is no unanimity on this) and its extensive scrutiny 
of the methodology of psychopharmacologic research. 

The novitiate in psychiatry will be impressed 
with the multilateral aspects of the field: What is 
the psychiatric validity of animal experimentation 
translated in human terms? Is it possible to interpret 
the mental processes of the experimental animal 
from the observed behavioral response and deduce 
therefrom the human psychologic function of a 
neuroleptic drug? To what degree does unconscious 
transference or countertransference influence the 
recorded behavior and attitudes of the human subject 
—patient or volunteer—receiving drugs as a part of 
the psychotherapeutic experience? How much do the 
environment and other sociologic factors influence 
this response? Do neurophysiologic theories con- 
tribute to psychiatric concepts of the function of 
the mind or do they constitute a hindrance? 

The general practitioner who enjoys reading 
psychiatric literature will gain much new insight 
from this book. The best way to read it is to begin 
at the back; the last part presents the conclusions 
reached by the individual committees. Having read 
the conclusion, he may then refer to the full discus- 
sion in the preceding parts on those topics which 
particularly interest him. 

— DANIEL M. ROGERS, M.D. 
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“PLEGINE” provides unique benefits 
in the management of obesity 


® suppression of appetite readily and easily achieved 
® significant weekly weight loss recorded clinically 


@ virtually no effects on blood pressure, pulse, 
and respiration 


@ low incidence of nervousness and insomnia 
@ no tolerance reported to date 
@ high degree of patient acceptability 


DOSAGE AND ADMINISTRATION: The usual suggested dosage is 1 tablet b.i.d. 
or t.i.d., one hour before meals. Dosage, however, should be adjusted to the needs of 
the patient. In some cases, 1% tablet per dose will suffice; in others, 2 tablets b.i.d. or 
t.i.d. may be required. 

A dietary regimen is advisable in conjunction with appetite-suppressant therapy. 
AVAILABILITY: No. 755—Each “Plegine” Tablet contains 35 mg. of Phendimetra- 
zine bitartrate (scored), bottles of 100 and 1,000. 

CAUTION AND CONTRAINDICATIONS: No adverse effects on blood pressure, 
heart rate and respiration have been reported with “Plegine.” However, as is true 
for all medication of this type, “Plegine” is not recommended for patients with cor- 
onary disease, severe hypertension, or thyrotoxicosis, and should be used with caution 
in highly nervous or agitated individuals. 
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Special Presidential Invitation 
to Scientific Assembly 


BAGHDAD by the Sea is an honest description of 
Miami Beach, Florida’s many-splendored vaca- 
tion capital. It has opulent hostelries, miles of 
sparkling beaches, deep-sea fishing and bathing 
beauties. But, in mid-April one of its brightest 
attractions—reminiscent of the Arabian Baghdad 
of old—will be medicine, in the form of the Acad- 
emy’s Scientific Assembly. At this time, I would 
like to extend to all members a most cordial invi- 
tation to attend. The dates are April 17-20. 

For this increasingly important event in Amer- 
ican medicine’s annual calendar, an able Com- 
mittee on Scientific Assembly has fashioned a 
four-day program calculated to hold the interest 
of family doctors and their wives. For members, 
there will be more than 30 outstanding speakers 
and panelists and some 132 scientific exhibits 
presenting subjects of abiding medical interest. 
The ladies again will have their own special pro- 
gram designed to help them take in the sights as 


Glamorous Assembly Setting—The Miami Beach Audi- 
torium and Convention Hall, conveniently close to the head- 








John G. Walsh, M.D. 


they become better acquainted with the wives of 
their husbands’ colleagues from all across the 
nation. 

The entire program has been tailored to fit the 
professional and social requirements of the mem- 
bership. I know that you will enjoy and profit 
from it. I am looking forward to greeting each of 
you personally at the President’s Reception. 

Hotel reservations point to an attendance of 
more than 4,000 doctors at this Annual Assembly. 
Please make your reservation right away if you 
have not already done so. A form for this purpose 
is on page 223. 

Again, let me extend my invitation to all of 
you to attend the Miami Beach Scientific Assem- 
bly. I know it will be a wonderful experience for 
you after winter’s long gray months. Join me in 
Baghdad by the Sea, April 17-20. 

JOHN G. WALSH, M.D. 
President 


quarters hotels, provides handsome facilities for the scientific 
program and the technical and scientific exhibits. 























News 


Scientific Exhibits, Totaling 132, Offer Wide Range of Knowledge 


Quality and Budget the Yardstick for Scientific Exhibits in Miami Beach 


Dr. GEORGE LAUNEY, chairman of the Subcom- 
mittee on Scientific Exhibits, has announced that 
a total of 182 exhibits have been scheduled for 
the Assembly in Miami Beach next month. This 
number is slightly below the 1960 meeting, mak- 
ing it the second largest in Academy history. Dr. 
Launey points out, however, that quantity is in- 
cidental to the committee’s objectives. A total of 
309 applications were reviewed in the process of 
selecting 132. 

In fairness, it should be added that not all of 
the 177 unlucky ones were “found wanting”’ in 
quality or applicability to general practice. Limi- 
tations of space and budget prevented the inclu- 
sion of nearly a score more. Few physicians who 
attend the Assembly realize the role which bud- 
get plays, particularly in the number of scientific 
exhibits. Rental of floor space on which the ex- 
hibits stand, cost of constructing the booths in 
which they are placed, “free’’ electricity, even 
the identifying signs that hang out over the 
aisles—all these and other costs run up to an im- 
pressive total, paid entirely by the Academy. 

Since the entire Assembly, including the busi- 
hess sessions preceding the scientific program, 
Operates on revenue from rental of technical ex- 
hibit space, the committees and management 
staff are constantly reminded of the budget as a 
limiting factor. 

Despite such restraints, however, Dr. Launey 
believes you will see one of the most outstanding 
selections of scientific displays in Assembly his- 
tory. He believes it significant that 37 of these 
exhibits have never been previously shown at any 
medical meeting (plus another that has appeared 
only at an international medical congress in 
Switzerland). The number of such “premier” 
showings increases each year—indicative of the 
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growing recognition accorded the Academy’s an- 
nual meeting by teachers and research authori- 
ties. 

Exhibits related to cardiovascular diseases and 
hematology account for the largest group with 18 
displays. Collagen diseases are second with 11, 
there are nine each on cancer and dermatologic 
subjects, eight apiece for anabolic disorders, 
psychosomatic problems and Ob-Gyn. Other sub- 
ject areas include gastrointestinal, ENT, surgery 
and trauma, pediatrics, pulmonary diseases, and 
urology. 

As an interesting sidelight, there are 10 women 
exhibitors—a record. If all 132 exhibits were 
placed end-to-end (an otherwise pointless pro- 
cedure that seems to entertain the statistically- 
minded) they would form a row 1,900 feet in 
length. In this regard, at least, the 1961 Scientific 
Exhibit Section is the largest in history. 

Far more important than either of these bits 
of trivia is the oppor- 
tunity afforded by 132 
exhibits for hours of 
fascinating study— 
new drug therapies, 
new surgical tech- 
niques, new diagnostic 
procedures. An oppor- 
tunity, too, totalk with 
some of the people in 
the forefront of medical 
advancement—men 
(and women) who are 
pushing out the boun- 
daries of our profession- 
al knowledge. An op- 
portunity to get first- 
hand advice, from rec- 





George V. Launey, M.D. 
Dr. Launey, who set a suc- 
cessful pace for the Acad- 
emy’s 10th Anniversary 
Assembly in Dallas, this 
year heads the Subcommit- 
tee on Scientific Exhibits. 
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BELECTROCARDIOGRAMS 


without Ge 
messy pastes or liquids 





@ Three years of Burdick research have 
brought you LECTRO-PADS to save time in 
taking cardiograms and eliminate the need 
for paste or other conductive materials, and 
their reception has been tremendous! 


_ These thin cotton-flannel pads are slightly 
larger than the limb electrode and thorough- 
ly impregnated with a non-irritating electro- 
lyte that will remain moist for long periods. 


No mess, no cleanup — and the cost per 
patient is no more than for ECG paste. 


FOR CHEST | 
APPLICATION 


Our new EKS-43 Chest Electrode 
Set affords the fastest and cleanest 
technic for taking chest leads. Sim- 
ply fold and apply a LECTRO-PAD 
to the chest electrode, place the 
electrode in the desired position, 
lay the weighted strap over the 
chest and run the cardiogram. For 
the next position simply lift the 
strap and move the electrode. No 
preparation delays, no mess, no 
cleanup. 





PRICES — LECTRO-PADS, per pkg. of 60 pads packed 5 per 
sealed envelope, $.80 (Zones 1 & 2); $.85 (Zones 3 & 4). 
EKS-43 CHEST ELECTRODE SET, $12.00 all zones. 
Order from your local Burdick dealer, or mail the 
coupon for a free sample of LECTRO-PADS. 





THE BURDICK CORPORATION, Milton, Wisconsin 
Please send us a free sample of LECTRO-PADS and 
information on the EKS-43 Chest Electrode Set. 


Doctor 








Address 














News 


ognized authorities, on that difficult diagnosis, 
that unproductive treatment. The scientific ex- 
hibit section represents at least half the learn- 
ing potential of any Assembly. 








Miami Beach Convention Hall— Later this month, Conven- 
tion Hall will be alive with activity as 132 scientific exhibits 
are readied for the Annual Assembly in Miami Beach. 
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Increasingly Important Role— With each year the tremen- 
dous array of scientific exhibits plays an increasingly impor- 
tant role in the Academy’s Scientific Assembly. 


Volume XXIII, Number4 GP 

















Scientific Exhibits 





Senior Exhibitor 


Title of Exhibit 





W. Scott ALLAN 


RoBIN ANDERSON, M.D. 
WILLIAM G. ANLYAN, M.D. 


JEANNE C. BATEMAN, M.D. 


SHELDON R. BENDER, M.D. 


ARLINGTON BENSEL, M.D. 


RALPH C. BENSON, M.D. 


DONALD BERKOWITZ, M.D. 


MAJ. CHARLES BERRY, MC, 
USAF 

PAUL W. BOYLEs, M.D. 

Otto C. BRANTIGAN, M.D. 

RICHARD D. BRASFIELD, M.D. 

LAWRENCE BRESLOW, M.D. 

ALBERT N. BREST, M.D. 


RICHARD C. BRITTON, M.D. 


SANDRA L. BRODIE 


Harvey E. Brown, JR., M.D. 


CaRROLL F. BuRGOON, JR., 
M.D. 


JOHN JAMES CALABRO, M.D. 
Harry N, CARLTON, M.D. 
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“The Challenge of Disability 
Control” 

“Fractures of the Mandible” 

“Fibrinolysis in Vascular 
Surgery” 

“Chemotherapeutic Control of 
Cancer”’ 

*‘Cholesterol Metabolism: 
Mechanisms and Treat- 
ment” 

“The Recognition of Han- 
sen’s Disease” 

‘*Hydroxyzine- Meperidine 
Analgesia and Neonatal 
Response” 

“The Diagnosis and Treat- 
ment of Functional Diar- 
rhea”’ 

“Aerospace Crew Effective- 
ness” 

“Anticoagulants and Clot Ly- 
sis” 

“The Surgical Approach to 
Pulmonary Emphysema” 
“Internal Mammary Im- 

plants” 

“A Study of Infantile Colic’ 

“Catecholamine Release vs. 
Ganglionic Blockade in the 
Treatment of Hypertension” 

“Edema of the Arm After 
Radical Mastectomy’’ 

“Vitamin Preparations as 
Dietary Supplements and 
as Therapeutic Agents’’ 

“Osteoarthritis: Current Con- 
cepts of Diagnosis, Man- 
agement, and Etiology’”’ 

“Clinical and Histopathologic 
Evaluation of the Effect of 
Griseofulvin and Tinea Ca- 
pitis”’ 

“‘Arthritic Feet’’ 

“Psychological Care of the 
Chronically Il” 


Senior Exhibitor 


Title of Exhibit 





CHARLES H. CARTER, M.D. 


DENNIS CAVANAGH, M.D. 
Dora CHAO, M.D. 


EUGENE E. CLIFFTON, M.D. 


CoL. JOHN B. COATES, JR., 
MC, USA 
JOHN M. COLEMAN, M.D. 


D. C. CONNOLLY, M.D. 


DAVID CORNFELD, M.D. 


BERNARD D. DAITZ, PH.D. 
JOHN F. DALY, M.D. 


WILFRED D. DAVID, M.D. 
Morris M. DICK, M.D. 
JOHN W. DRAPER, M.D. 
LEONARD S. DREIFUS, M.D. 


JOHN W. Du CHEz, M.D. 


J. F. FAIRBAIRN, II, M.D. 


MERYL M. FENTON, M.D. 


JOHN W. FERREE, M.D. 


RALPH V. FORD, M.D. 
PATRICIA R. FOLEY 


“Institutional Management 
of the Mentally Retarded” 
Eclampsia: Current Concepts” 
“Acetazolamide in Epilepsy: 
A Critical Review of 178 

Cases” 

“Treatment of Thrombo-Em- 
bolic Diseases with Fi- 
brinolysin”’ 

“ Medical Lessons of the Past— 
Prologue to the Future’ 
“Rectal .and Oral Adminis- 

tration of Chymo Trypsin” 

“Pericardial Diseases—T heir 
Recognition and Manage- 
ment” 

“A Comparative Study of 
Parenteral Poliomyelitis 
Vaccines”’ 

“Strike Back at Arthritis” 

“Dexamethasone in Chronic 
Dermatoses”’ 

“Now is the Time for Diabe- 
tes Detection” 

“Digitalis Sensitivity in Pul- 
monary Insufficiency”’ 

“The Use of Oxyphenbutazone 
in Urological Disorders” 

“‘Management of Cardiac Ar- 
rhythmias”’ 

“Clinical Evaluation of a 
New Hypotensive Drug 
Acting in CNS”’ 

“Visceral Aneurysms—-Im- 
portance of Recognition and 
Treatment” 

“Results with Emulsified An- 
tigen in the Treatment of 
Allergy” 

“Early Detection of Glauco- 
ma”’ 

“Four Decades of Diuretics” 

“Recent Publications of the 
U.S. Department of Health, 
Education and Welfare” 
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OO CeCe eee eee ree teres 


THYROID U.S.P. 


Thyroid Tablets (Armour) are prepared from fresh 
selected glands, desiccated and standardized by official 
U.S.P. method to contain 0.2 per cent of iodine in thyroid 
combination. Thyroid Powder U.S.P. (Armour) is 
standardized and of uniform potency. USES: Thyroid 
deficiencies, cretinism, myxedema, nodular goiter (non- 
toxic), non-nodular goiter. A variety of clinical condi- 
tions will respond to the use of Thyroid (Armour) when 
subclinical hypothyroidism is involved, i.e., gynecologic 
conditions such as functional menstrual disorders, ster- 
ility, habitual abortion ; recurring conjunctivitis ; certain 
types of anemias and obesity; and certain changes 
which occur in hair, skin and fingernails. DOSAGE: % 
to 5 grains daily as required by clinical condition. 
Therapeutic effect develops slowly and lasts for two 
months or longer. Thus the daily dose may be given as 
a single dose ) otantly in the morning) rather than 
its treated with thyroid should 
‘ae the physician's observation. 
cannanennenneeaten: Heart disease and hyperten- 
sion, unless the metabolic rate is low. SUPPLIED: 
Tablets—bottles of 100, 1000 and larger: potencies of 
%, %, 1, 2 and 5 grains. Powder—1 oz. 4 oz., and 1 Ib. 
bottles. 
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Scientific Exhibits (Continuea) 








Senior Exhibitor 








Percy GARSON, M.D. 


MAXWELL L. GELFAND, M.D. 
RoBERT J. GILL, M.D. 


LEONARD S. GIRSH, M.D. 


ALVIN F. GOLDFARB, M.D. 


FRANK GOMILA, M.D. 


Dan M. GORDON, M.D. 
L. F. GREENE, M.D. 


R. S. GRIFFITH, M.D. 


E. S. GURDJIAN, M.D. 


ARTHUR P. HALL, M.D. 
DANIEL J. HANSON, M.D. 
DONALD HARTING, M.D. 
E. D. HENDERSON, M.D. 
DonaLp F. HILL, M.D. 


GABRIEL Hoyos, M.D. 


FRANcis W. HUGHES, PH.D. 





GP 


April 1961 


Title of Exhibit 





“Family Doctor Center—Low 
Cost Medical Care for the 
Marginal Wage Earner 
and the Aged” 

“Is Physical Diagnosis a 
Lost Art?’ 

“Appraisal and Management 
of Essential Hypertension” 

“Allergic Rhinitis, a common 
Cause of Epistaxis in 
Children” 

‘‘Reproductive Failure: A 
Planned Approach to Man- 
agement” 

“The Treatment of Chan- 
croid, Lymphopathia Ven- 
ereum and Granuloma In- 
guinale with Oxytetracyc- 
line”’ 

“The Eye 65 and Over” 
‘Postoperative Contracture of 
the Neck of the Bladder’ 
“The Erythromycins—Newer 

Concepts” 

“‘Cerebrovascular Disease: 
Approach to Diagnosis and 
Management” 

“Serological Reactions in the 
Connective Tissue Diseases”’ 

“Tissue Reaction From In- 
jected Artibiotics” 

“Migrant Health Exhibit” 

“Surgical Treatment of the 
Hand in Rheumatoid Arth- 
ritis”’ 

“Do You Have a Question, 
Doctor?” 

“What Price Sedation: An 
Evaluation of Preanesthetic 
Medication” 

“Influence of Ataraxics on 
Choice Discrimination Be- 
havior in the Rat’ 


Senior Exhibitor 


Title of Exhibit 





JOHN A. HUNT, M.D. 


ROBERT W. JAMPLIS, M.D. 


RALPH A. JESSAR, M.D. 
E. W. JOHNSON, M.D. 


PHILIP C. JOHNSON, JR., M.D. 


EDWIN C. JUNGCK, M.D. 


IRVING Morris KALB, M.D. 
F. E. KAPPEN, M.D. 


ROBERT M. KARK, M.D. 
Eric C. KAST, M.D. 


MARGARET S. KLAPPER, M.D. 
K. G. KOHLSTAEDT, M.D. 
JAMES S. KRIEGER, M.D. 


KENNETH M. KRON, M.D. 


RONALD W. LAMONT-HAVERS, 
M.D. 
Kurt LANGE, M.D. 


Cpr. THOMAS B. LEBHERZ, 
MC, USN 
HAROLD LEFKOE, M.D. 





“Triclobisonium and Triclo- 
bisonium-HC in Dermato- 
logic Therapy’”’ 

**Bronchongenic Carcinoma — 
The Great Masquerader”’ 

“Synovianalysis”’ 

‘‘Diagnosis of Hysterical 
Weakness”’ 

“Use of Radioisotopes To Re- 
cord Myocardial Blood Flow 
Changes Produced by Coro- 
nary Dilators” 

“‘Methandrostenolone, an Oral 
Anabolic Agent with High 
Anabolic/Androgenic Acti- 
vity”’ 

“Prevent Blindness” 

“Clinical Efficacy of a New 
Sustained-Release Iron 
Preparation” 

“The Lost Art of Urinalysis” 

“A Study of Clinical Metho- 
dology of Drug Evaluation 
—a Contribution to the 
Placebo Phenomenon” 

“Guanethidine in Hyperten- 
sion” 

“The Clinical Evaluation of 
New Drugs” 

“Tatrogenic Urinary Fistula” 

“The Patient with Rheumatic 
Disease—What is Your 
Diagnosis” 

“Information on Arthritis” 


“‘Nephrosis—Ten Year Study 
of a Specific Corticosteroid 
Regimen Based on the Im- 
munologic Concept of the 
Disease”’ 

“Leukoplakia and Cervical 
Dysplasias” 

“Legal Snares for the Physi- 

cian” 
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RAMSES 


PROPHYLACTICS 


RAMSES* prophylactics— 
to prevent re-infection in 
vaginal trichomoniasis. 


Confirming the views of many others,** 
Romney“ has recently pointed out that 
Trichomonas may be harbored asympto- 
matically in the male and transmitted 
to the female to produce a resistant 
vaginitis; and that ‘‘... therapy which 
is directed solely towards the female 
patient is unrealistic and ineffectual.’’ 
For this reason, the husband’s coopera- 
tion must be enlisted in order to end 
this cycle of infection and re-infection. 


Husbands appreciate 


RAMSES, 
the prophylactic with 
“built-in” sensitivity. 


The exquisite sensibility preserved by 
this tissue-thin, natural gum-rubber 
sheath of amazing strength and solid 
clinical reliability places RAMSES 
almost out of human awareness. Without 
imposition or deprivation for the sake 
of cure, the routine use of RAMSES 
with ‘‘built-in’’ sensitivity is readily 
adopted, even by the husband who fears 
loss of sensation. 


1. Karnaky, K. J.: South. M. J. 51:925 
(July) 1958. 


2. Giorlando, S. W., and Brandt, M. L.: 
Am. J. Obst. & Gynec. 76:666 (Sept.) 1958, 


3. Davis, C. H., and Grand, C. G.: Am. J. 
Obst. & Gynec. 68:559 (Aug.) 1954. 


4. Romney, 8. L.: M. Se. 8:235 (Aug. 25) 1960. 


JULIUS SCHMID, INC. 
4923 West 55th Street 
New York 19, N.Y. 


RAMSES is a registered trade-mark of Julius Schmid, Inc, 
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Scientific Exhibits (Continued) 





Senior Exhibitor 


Title of Exhibit 





Leo L. LEVERIDGE, M.D. 


EUGENE G. LIPow, M.D. 
Puiuip LISAN, M.D. 


SAMUEL LIVINGSTON, M.D. 


HERBERT A. LUSCOMBE, M.D. 
JOHN P. MCGOVERN, M.D. 
GORDON McHARDY, M.D. 
GORDON MCNEER, M.D. 
ROSE MATTHAEI 

ADE T. MILHORAT, M.D. 
BREWSTER S. MILLER, M.D. 


Lewis C. MILLS, M.D. 


JOHN ROYAL Moore, M.D. 


JAMES M. Moss, M.D. 
FRANK W. MOUNT, M.D. 


WiLpur A. MULLARKY, M.D. 


D. F. MULLINS, JR., M.D. 


Davin MYERS, M.D. 
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“The Motion Picture in Com- 
munication of Medical In- 
formation” 

“Traumatic Affections of the 
Cervical Spine” 

“‘Hypocholesterolemic Agents 
—A Comparative Study’’ 

“Diagnosis and Treatment of 
Convulsive Disorders in 
Children” 

“Systemic Corticosteroid T her- 
apy in Dermatoses’’ 

“Holistic Management of the 
Allergic Child’”’ 

*‘Duodenal Ulcer—Current 
Concepts”’ 

“The Diagnosis and Manage- 
ment of Malignant Mela- 
noma”’ 

“Trained Hands” 

“Progressive Muscular Dys- 
trophy” 

“The Family Doctor’ 

“Comparative Hemodynamic 
Effectsof Vasopressor Drugs 
in Hypotensive States” 

“Elucidation of a Conserva- 
tive Approach to Fractures 
of the Femur in Children 
Utilizing the Principles of 
Well Leg Traction as De- 
scribed by Michael Hoke, 
M.D.” 

“Oral Drugs for Diabetes’’ 

“Modern Patterns of Tuber- 
culosis Treatment”’ 

“Program for Medical Stu- 
dents, Interns and Resi- 
dents”’ 

“The Papanicolaou Smear, A 
Screening Test for Cancer” 

“‘Otologic Microsurgery — 
Otosclerosis and Chronic 
Otitis Media’”’ 


Senior Exhibitor 


Title of Exhibit 





R. G. NOVICK, M.D. 
J. ALLAN OFFEN, M.D. 
WILLIAM G. PACE, M.D. 


Louis T. PALUMBO, M.D. 


I. B. PERLSTEIN, M.D. 


WALTER J. REICH, M.D. 


F. P. RHOADES, M.D. 
HAZEL RICE 

Lewis C. ROBBINS, M.D. 
DEAN W. ROBERTS, M.D. 
WILLIAM ROEMMICH, M.D. 
WALLACE RUBIN, M.D. 


HENRY I. RUSSEK, M.D. 


WALTER W. SACKETT, JR., 
M.D. 


NURI SAGIROGLU, M.D. 


GEORGE F. SCHMITT, M.D. 


Pui. C. SCHREIER, M.D. 


“Does ECG Contraindicate 
ECT?” 

“Cervical Cytology—a Gyne- 
cologic Challenge” 

“Steering Wheel Injuries to 
the Chest’ 

“Antrectomy with Vagectomy 
for Chronic Duodenal Ul- 
cer”’ 

“A Practical Approach to the 
Management of Obesity 
Using a New Anorexic 
Agent, Diethylpropion” 

“The Ligation of the Hypo- 
gastric Arteries as a Life- 
Saving Procedure in Un- 
controllable Gynecologic and 
Obstetric Hemorrhage”’ 

“Control of Obesity’”’ 

“Alcoholics Anonymous” 

“Risk of Lung Cancer”’ 

*‘A Rehabilitation Center 
Serves a Community” 

“The Disability Decision” 

“Circulatory Disturbances of 
the Inner Ear—Relation 
to General Health”’ 

“Comparative Responses to 
Various Nitrites in the 
Treatment of Angina Pec- 
toris”’ 

“Observed and Anticipated 
Advantages After 10 Years’ 
Experience in the Early 
Feeding of Solids to In- 
fants” 

“TMK-101, TURK, a New 
Rapid Multicolor Staining 
Technique for Office Prac- 
tice’’ 

“What Do I Want to Do in 
the Medical Meeting?”’ 

“Evolution of Obstetric Anal- 
gesia”’ 
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TELFA® comes off 


as easily and painlessly 
as it goes on 





How new TELFA Pad helps your 


patients’ wounds heal undisturbed 


TELFA® dressing doesn’t stick—doesn’t 
tear open healing skin when you pull it off 


Telfa keeps wounds dry. Tissue disturbance is 
not a concern, so delays in healing are fewer. 
Even large, flat wounds respond well to this new 
dressing principle. And Telfa dressings are easily 
cut to any shape without coming apart. The plas- 
tic cover is bonded to the inner pad, assuring un- 
disturbed capillary action. Telfa sterile pads come 
in boxes of 100 and a variety of sizes: 114” x 2”— 
2” x 3”—3” x 4”. Call your Curity representative. 


Curity” 
THE K EN DALL compasy 
BAUER & BLACK DIVISION 
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Scientific Exhibits (Continuea) 








Senior Exhibitor Title of Exhibit Senior Exhibitor Title of Exhibit 


EMMANUEL SCHWARTZ, M.D. “Long Term Corticosteroid W. L. WATSON, M.D. “The Recognition of Medias- 
Therapy in Bronchial tinal Tumor”’ 
Asthma”’ LEON J. WEINER, M.D. “The Acutely Agitated Alco- 
I, RICHARD SCHWARTZ, M.D. “Hiatus Hernia, Esophagitis, holic”’ 
and Gastritis: A Rational THOMAS E. WEISS, M.D. “Gout and Gouty Arthritis” 
Medical Approach” M. JAMES WHITELAW, M.D. “Effects of Anabolic Steroids 
SHEPARD SHAPIRO, M.D. “Twenty Years’ Experience on Weight and Linear 
with Oral Anticoagulant Growth” 
Therapy” JuLius L. WILSON, M.D. “Steroids Activate Tubercu- 


WILLIAM P. SHEPARD, M.D. “Overweight: Its Significance 
and Prevention” 

HENRY SHERWOOD, M.D. ‘Continuous Long Term 
Maintenance Therapy with 


THOMAS J. ZAYDON, M.D. 


losis” 

“The Application of Plastic 
Surgery Principles in the 
Treatment of Facial In- 


Triamcinolone in Allergic juries” 
Disease’”’ 

PETER E. SIEGLER, M.D. ‘*‘Depression in Medical 
Practice”’ 

VERGIL N. SLEE, M.D. “Strokes” 

MATILDA C. SMITH ‘*Chemistry, Chromosomes, 
and Congenital Anomalies” 

JessE L. STEINFELD, M.D. “Alkylating Agents Useful in 
the Treatment of Neoplas- 
tic Diseases: Recent Clini- 
cal Data on Cyclophos- 
phamide” 

IRVING J. TAYLOR, M.D. ‘*Prescription-Phenothia- 
zine: A Common Sense 
Approach” 

ROBERT GATES TROUT, M.D. “The Practical Management 
of Chest Injuries” 

L. FRANK TULLIS, M.D. “Simple, Effective Weight 
Reduction” 

GeorGE A. ULETT, M.D. “Comparative Evaluation of 
Tranquilizing Drugs by 
Objective Techniques” 

FRANCIS C. USHER, M.D. “A New Technic for the Re- 
pair of Inguinal and In- 
cisional Hernias’’ 

OLIVER VAUGHAN, PH.D. “Use of Radioactive Isotopes 
in Nutritional Research” 

Peter VIEK, M.D. “Prophylaxis and Treatment 
of Pyarthrosis: A New 
Approach” ‘“Jones doesn’t like broccoli, green beans 

or squash so add them to his diet.” 
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from anxiety to 


continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT* is non-hypertensive, 
non-excitatory. 


Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT* 
provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 


1. Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. 
2. Levy, S.: J.A.M.A. 158: 1260, 1958. 3. Connolly, R.: W. Va. Med. J. 56: 263, 1960. 


GERONIAZOL TT 


*TEMPOTROL® (Time Controlled Therapy) 


PHARMACAL COMPANY affiliate of PHILIPS ROXANE, INC. 
Columbus 16, Ohlo 


References: 


elem rod eta e eh eeleme) menses ale 


Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Nicotinic Acid, 150 mg. 
Indications: Respiratory and cir- 
culatory stimulant for the aged and 
debilitated with symptoms of mental 
confusion, depression, anxiety or 
arteriosclerotic psychosis. 
Contraindications: None known in 
recommended dosage. 

Dosage: One GERONIAZOL TT* 
tablet, b. i. d. 

Supplied: Bottles of 42 tablets (3 
weeks’ treatment). 











‘Trends and Events 
‘in the Nation’s Capital 






| From GP’s Special Washington Correspondent 





_ EVER SINCE the end of World War II, when the 
"nation’s medical manpower had to be distributed 
"equitably among the civilian and military popu- 
‘lations, the idea of an Armed Forces Medical 
© Academy has intrigued members of Congress. 
’ Year after year, bill after bill has been introduced 
' with the objective of establishing a ““West Point 
" of Medicine” that would fill a large percentage of 
q the military’s requirements in this professional 
field. 

"Just as often as the scheme has been proposed, 
it has been deflated by the armed services them- 
selves. The prime objection—that medical offi- 
cers produced by a “roll your own” assembly line 
would have a uniformity of thought and action 
rendering them less valuable as doctors than the 
present cross-sectioned Medical Corps represent- 
ing a healthy mixture of academic backgrounds 
and educational disciplines. 

Again in the new 87th Congress this proposal 
has been made. Its most formidable supporter 
now is a legislator who, though a House member 
more than two decades, is sponsoring this bill for 
the first time. He is Rep. F. Edward Hebert of 
Louisiana. As a high ranking member of the 
Armed Services Committee, he is the most in- 
fluential Congressman ever to back the academy 
plan. 

“The military will soon place added emphasis 
on its power to draft doctors in order to fill its 
quota of needed doctors and dentists,” said 
Representative Hebert. “This (bill) is not social- 
ized or federalized medicine, to which I am vigor- 
ously and emphatically opposed. It is, on the 
contrary, one of many measures to prevent such a 
development. I firmly believe that if we are to 
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have three great academies where youths are 
trained to kill, we should at least have one place 
where they are trained to save lives.” 

Another Southern Democrat on the House 
Armed Services Committee is sponsoring a medi- 
cal academy bill. He is Rep. Charles E. Bennett 
of Florida. Rep. Francis E. Walter (D—Pa.) also 
is author of a companion bill. 

Despite this resurgence of effort, the outlook 
for favorable action is not bright. Not only will 
the Army and Navy, and probably the Air Force, 
be under strong pressure to file an adverse report, 
but opposition by organized medicine and the 
medical schools is anticipated. 


More Tax Bite Appeals 


Washington observers note a marked increase 
in appeals from Internal Revenue Service de- 
cisions which involve medical issues. As a result, 
there is a rise in number of decisions by the Tax 
Court of the United States. Following are a few 
of the more recent ones: 

Dr. William H. Kenner, founder and incorpora- 
tor of Kenner’s Charitable Hospital in Chicago, 
appealed from a tax ruling that the institution 
was not tax exempt. During the court hearing, it 
was brought out that for many years after found- 
ing of the hospital in 1933 there was a commin- 
gling of its funds and those of Dr. Kenner, that 
extensive real estate operations in Arizona were 
involved and that hospital receipts were used by 
Dr. Kenner to his personal benefit. Additions to 
taxes over a 10-year period, as levied by the 
government, were upheld by the U.S. Tax Court. 

In the case of Dr. Richard M. Boe of Alameda, 
Calif., the Tax Court rejected his contention that 
he could assign a certain value to medical serv- 
ice contracts and then deduct, as a business ex- 
pense, the sum of those terminated over a period 
of years. Crux of the court’s decision was that the 
medical service contracts were a collective asset 
and that a diminution of their number did not 
justify a pro rata deduction. 
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Fe agian a 


the popular 
SONICATOR*® 


ultrasonic therapy instrument 
—the all-purpose, full-power 
unit...compact and convenient 


—only $19950 


This instrument—the size of a telephone set—requires 
very little space. Mount it on the wall for instant use, 
or set it on a small table, or in an open drawer. 
Easiest to use. Trouble free. Thousands in use. 


Unit treats uneven contours and tiny areas. Power 
is developed over the entire transducer face, hence 
large areas are treated easily, and fast transducer 
movement is unnecessary. 


Highly efficient. The crystal is direct-coupled to the 
patient, assuring fully efficient transfer of energy. The 
Sonicator supplies more than ample power for any 
known ultrasonic technique. Send the coupon for lit- 
erature. 


MM err eR => LECTRONICS 


corporation 
Pasadena, California 










114 West Holly Street 


Mettler Electronics Corp. 
114 W. Holly Street, Pasadena, Calif. 
Please send me full data on the Sonicator: 


Name 
Address 
City, State 
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The definition of sick pay was at issue in an- 
other case. Under the law, up to $100 weekly in 
salary is excludable from income when the em- 
ployee is absent from work because of illness or 
injury. A Louisville savings and loan official 
claimed that $5,200 of an $8,700 annual salary 
was excludable. But Internal Revenue Service 
held, and the Tax Court concurred, that there 
was insufficient proof that the official’s absence 
from work was due to illness; also, that it was 
not clearly demonstrated that the employer 
sponsored a health or accident plan, as required 
by law for application of the sick pay deduction. 


Year-End Loans 


Loans by Small Business Administration, some 
with bank participation and others with SBA as 
the exclusive lender, in December, 1960, included: 

Woodruff Community Hospital, Long Beach, 
Calif., $100,000; Rainbow Convalescent Hospi- 
tal, Palo Alto, Calif., $180,000; General Medical 
Center (osteopathic), Torrance, Calif., $47,500; 
Berkshire Hills Nursing and Convalescent Home, 
Monterey, Mass., $20,000; McLarney’s Nursing 
Home, Brookfield, Mo., $40,000; Clarksville 
(Tenn.) Nursing Home, $60,000; Dr. U. B. 
Ogden, physician, Pleasanton, Tex., $60,000. 


Also see AMA Washington Report, page 231. 








Mapping 1961 Membership Campaign— All members of the Uae 
mission on Membership and Credentials were on hand for a two 
meeting in New Orleans to complete plans for the 1961 memb 
campaign which will be laid before the Congress of Delegates 
month in Miami Beach. Shown at the January 13-14 meeting 
(seated, left to right) Mr. Roger Tusken and Miss Sandra 5} 
from Headquarters, Commission Chairman Julius Michaelson, 
Herb Huffington, Robert Tinker, and Edgar Morgan. Siandi 
left to right, are Drs. Seymour Fiske, Kenneth Beebe, 
Telford, Clyde Miller, W. Mercer Moncrief and John Smith. 
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TV Dramatization on Immunization To Be 
An Assembly Feature in Miami Beach 


THE ACADEMY’s Annual Scientific Assembly has 
again been selected for the premiere television 
showing of a filmed dramatization on medicine. 
This month in Miami Beach, Fla., the Academy, 
in cooperation with Merck Sharp & Dohme, will 
present the TV program as a feature of MSD’s 
postgraduate program stressing service to medi- 
cine in the public interest. 
This is the second straight year that a TV 
} dramatization has been presented at an Assem- 
} bly. Last year in Philadelphia, ““Man of Every 
: Hour” was shown as a special 30-minute pres- 
entation. 
This year’s program is scheduled to be shown 
at 7:30 P.M. Wednesday, April 19, just prior to 
the presidential inaugural ceremony. 

This 1961 program will stress the importance 
of immunization, with special emphasis on polio 
inoculation. 

As in the past, films of the Miami Beach show- 
ing will be available to state chapters for later 
presentations. 
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Two AAGP Television Programs To Premiere in Miami Beach 










Series of Six Educational Television 
Programs Set for Nationwide Showing 


BEGINNING this month, the nation will view a 
series of six television programs entitled “Know 
Your Doctor.” 

The series will be launched April 18 over 
WTHS-TV during the Assembly in Miami Beach, 
Fla. The programs have been made possible 
through a grant to National Education Televi- 
sion and Radio Center by Mead Johnson Labora- 
tories, Division of Mead Johnson & Company 
and is being presented in cooperation with the 
Academy. 

Primarily an education public service project, 
each program in this new series will present a 
“down-to-earth” approach to family medical 
problems. The series opener will highlight tension 
and problems associated with this common 
condition. 

Topics for succeeding programs will be on im- 
munization, heart disease, weight control, cancer 
and disease detection, and headache. 

All the six programs, which will be shown in 
weekly intervals, will be presented to the public 
on education channels throughout the country. 

The May GP will give the names of the cities 
and stations where the series will be shown. 

Troy-Beaumont Company of New York is 
producing the series under the supervision of the 
AAGP Commission on Legislation and Public 
Policy’s Audio-Visual Subcommittee. 

Dr. Martin Cherkasky, director of Montefiore 
Hospital in New York, will be the central figure 
in the films. 

A graduate of Temple University, Dr. Cherka- 
sky started out as a general practitioner. Follow- 
ing the war years his career shifted to Monte- 
fiore. 
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FOR THE 
PARKINSON 
PATIENT 


smooth, straight-line motion... 
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Stands out as a drug of choice in Parkinsonism. Appears | 
well suited for a great number of patients.’ Unexcelled for ) 
sustained, continuing control of rigidity, tremors’... restora- 

tion of normal functional mobility...suppression of other 

symptoms...with minimal risk of untoward effects.’ 


Trihexyphenidy! HCI Leder| 








indicated: All types of Parkinsonism including common Parkinsonold side effects of pheno- 1. Critchley, M.: British M. J. 2:1214 (Nov. 15) 1958 
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Nation’s Hospitals Awaiting Results 
Of April 4 ECFMG Qualifying Exam 


"NEw YorK Ciry hospitals, which were expected 
to suffer most from the loss of foreign-educated 
> staff physicians, have made fairly good interim 
| adjustments and now, along with the rest of the 
'nation’s hospitals, are awaiting the results of the 
"April 4 qualifying examination. The examina- 
‘tion, like those in the past, is to be given by the 
Educational Council for Foreign Medical Gradu- 

' In preparation for this examination, special 

‘programs have been conducted all over the coun- 

"try to prepare foreign-trained physicians for this 

Jast-chance test. If the physicians can now pass 

‘the test, they can be reinstated in their hospital 

‘posts. 

' Since the deadline, most of the foreign staff 

‘physicians who failed to pass have been retained 

“as technicians. 

_ All hospitals had been given a December 31 
deadline to relieve these physicians of all assign- 
ments involving responsibility for patient care. 
| However, because of difficulties anticipated by 
' municipal and voluntary hospitals in New York, 
_ these hospitals asked for and received a deadline 
) reprieve until January 16. Their adjustments 
"have been made since that date. 

' Meanwhile intensive training programs were 

“held for noncertified foreign-educated physicians. 
Most of the programs stressed the basic sciences, 
clinical medicine, surgery, obstetrics and gyne- 
' cology and an understanding of English. 


Academy Approval Sought for Film 
On “Family-Centered Maternity Care” 


THE ACADEMY has been asked to give approval 
and sponsorship to a film showing the operation 
of ‘“Family-Centered Maternity Care” at St. 
Mary’s Hospital, Evansville, Ind.,—a program 
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which is a notable departure from the usual 
hospital procedure. 

At a recent film planning conference in Chicago 
for the project, Dr. Maynard I. Shapiro and Dr. 
John C. Smith, Illinois chapter leaders, repre- 
sented the Academy. 

Impetus for the film came through the Indiana 
State Board of Health who asked and received an 
agreement from Mead Johnson & Company to 
provide a grant-in-aid to make the film which 
will cover the care program that has been in 
operation for the past four and one-half years. 

The architectural structure of a hospital is im- 
portant in a family-centered program such as St. 
Mary’s. It is a 350-bed general hospital with 38 
obstetric beds and averages 2,200 live births an- 
nually. Rebuilt in 1956, St. Mary’s Hospital has 
numerous private and semi-private rooms with 
small attached nurseries, in place of a large cen- 
tral nursery. 

They allow the mother to keep the baby in the 
room or in the small attached nursery, as she 
wishes. The father has unlimited visiting privi- 
leges in street clothes without the benefit of mask 
or gown. St. Mary’s stipulates, however, that he 
is expected to wear a gown if he holds the baby. 

Visitors are permitted, two at a time, but 
otherwise unlimited as to total number. However, 
other than during the father’s visit, the baby is 
removed from the room. 

The father is allowed in the recovery room in 
street clothes and may be with the mother dur- 
ing delivery, but only by standing at her head. 

The Illinois physicians say that the hospital 
stresses a great amount of pre- and postnatal in- 
struction by nurses and trained aides. There is 
only one registered nurse for 18 or 19 mothers, 
with aides performing the traditional nursing 
duties and a secretary to write the nurse’s notes 
and handle the other recordings. 

The average length of stay is three to five days 
and it is claimed that this system results in a 
much lower incidence of postnatal infection and 
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‘B. W. & Co.’ ‘Sporin’ Ointments 


rarely sensitize... 


give decisive bactericidal action 
for most every topical indication 


The combined spectrum 
of three overlapping 
antibiotics will eradicate 
virtually all known top- 
ical bacteria. 





‘CORTISPORIN’ 





brand Ointment 


‘NEOSPORIN™ 


brand Antibiotic Ointment 


‘POLYSPORIN™ 


brand Antibiotic Ointment 


® Broad-spectrum antibac- 


terial action—plus the 
soothing anti-inflam- 
matory, antipruritic ben- 
efits of hydrocortisone. 


A basic antibiotic com- 
bination with proven 
effectiveness for the 
topical control of gram- 
positive and gram-nega- 
tive organisms. 

















Contents per Gm. ‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 
‘Aerosporin’® brand 
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Zinc Bacitracin 500 Units 400 Units 400 Units 
Neomycin Sulfate — 5 mg. 5 mg. 
Hydrocortisone _ _ 10 mg. 
Supplied: Tubes of 1 oz., Tubes of 1 oz., Tubes of 4 oz. and 
Y% oz. and % oz. Y% oz. and % oz. oz. (with 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 
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News 


morbidity. The objective is to retain family unity 
while de-emphasizing the present traditional and 
strictly scientific procedures and atmosphere. 

In making their report, Drs. Shapiro and 
Smith have suggested that before Academy ap- 
proval of the film is granted, the following fea- 
tures should be explored: 

1. The possible hazard in what is apparently a 
relaxation of infectious controls. 

2. The availability of privileges for general 
practitioners on this particular obstetric service. 

8. The availability of privileges for general 
practitioners on this particular pediatric service. 

4. The legal liabilities which might be in- 
curred by having nurses’ aides care for patients 
(on an extended scale) and secretaries writing 
nurses’ notes. 

5. The desirability of aides and nurses in- 
structing patients as to maternal and infant prob- 
lems with “‘canned’”’ procedures without indi- 
vidualization for each patient and without regard 
for individual preferences of staff members. 

6. Is this just another form of standardization 
procedure designed to ease the burden of the 
nursing staff, employ less skilled help and, in 
effect, is it not more de-personalized medical care? 

7. Should the doctor delegate these instruc- 
tions and counseling functions, when the public is 
already complaining about impersonal assembly 
line medical care? 


“Ask the Doctor,” Iowa Chapter’s Weekly 
Radio Program, Getting Good Response 


NoW WELL PAST the series’ half-way mark, the 
weekly radio program, “Ask the Doctor,” which 
is sponsored by the Iowa chapter has had excel- 
lent public response. 

Inaugurated by the chapter on December 14, 
the program has been a Wednesday night regular 
at 8:30 p.m. (CST) over station KRNT in Des 
Moines. It will continue until June 1. 
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Donald Kast, M.D, 


Dr. Kast has coordinated 
the Iowa chapter’s 
successful radio series. 





Dr. Donald Kast, member of the AAGP 
Board of Directors and chairman of the Iowa 
chapter’s Public Relations Committee, has been 
the coordinator in the preparation of the pro- 
gram. On the first broadcast, Dr. Kast appeared 
for five minutes explaining the purpose of the 
American Academy of General Practice. 

Weekly, two general practitioners, who are 
Iowa chapter members, appear on “Ask the Doc- 
tor’’ and answer medical questions called into the 
station by listeners. Anyone listening to the pro- 
gram can hear the voice calling in the question 
and, of course, the physician’s reply. One member 
appears for two weeks running, but alternates 
with another member each week. 

Mr. M. S. Enabnit, managing editor of The 
Hawkeye GP News, handles all the business ar- 
rangements for the program which is presented 
as a public service by KRNT. 

Through the March 8 show, the following Iowa 
members have participated: Drs. James H. 
Dickens and Stewart Olson of Des Moines, Paul 
F. Chesnut of Winterset, Floyd M. Burgeson of 
Des Moines, William A. Castles of Dallas Center, 
Charles A. Nicoll of Panora, Alvin E. Evers of 
Pella, John Ferguson of Newton, Charles Fail of 
Adel, John Conner of Nevada, Kenneth C. Piercy 
of Ames, Allan G. Felter of Van Meter and Wil- 
liam H. Longworth of Boone. 





Asking the Doctor— Representative of the participants on 
Iowa chapter’s weekly radio program series, ‘“‘Ask the Doctor,” 
are Dr. John Ferguson of Newton, Ia., (left) and Dr. Charles 
Fail of Adel (center). They are shown with the program 
moderator, Mr. Larry McKeever. 
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New National Fund To Support Graduate 
Nursing Education Programs in U.S. 


GRADUATE nursing education programs in this 
country will receive support from the newly- 
established National Fund for Graduate Nursing 
Education. 

The fund has the endorsement of American 
Medical Association, American Hospital Associa- 
tion, American Nurses’ Association, American 
Council on Education and the National League 
for Nursing. 

The fund, established by a group of national 
leaders, will be about $1 million for the first year 
and will provide the minimum amount needed to 
give each of the 30 fully-accredited nursing edu- 
cation programs enough support to be of real 
help. 

Groundwork for the fund was financed by 
grants from the Rockefeller Foundation and 
other sources. 

Surveys have revealed that of the 460,000 ac- 
tive nurses in this country, less than 2 per cent, or 
7,000, hold masters degrees to qualify them for 
teaching, administrative or other leadership posi- 
tions. 


Not Possible To Practice Medicine 
As in “Good Old Days”—Dr. Robins 


THE PRESENT-DAY DOCTOR could no more be like 
the family doctor of “the good old days,” than 
the present-day automobile could be like the 
model of the past era, Dr. R. B. Robins of Cam- 
den, Ark. told the Third National Rural Health 
Study Conference convening in Chicago. 

Dr. Robins, Academy president during 1952- 
58, explained, “Actually, the doctor hasn’t 
changed, but the magnificent weapons available 
to him in his fight against disease have changed 
immeasurably.” 

He pointed out that not only have new chemi- 
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cals and biologicals for preventing and curing dis- 
ease been found, but there are also better ways of 
developing these products in order that they may 
be of the greatest use to the most people in the 
shortest possible time. 

“‘We hear many people speak of ‘the good old 
days.’ But were they?,” he asked. “We doubt 
that anyone would question that the medicine of 
today is more efficient than that of yesterday.” 

Dr. Robins said the family doctor of “the good 
old days had his hands full all the time”’ fighting 
diseases which are hardly seen or heard about to- 
day—pneumonia, postoperative infections, mid- 
dle ear infections, diphtheria, scarlet fever, 
whooping cough and typhoid fever. 

In considering the changing patterns of medi- 
cal care, Dr. Robins said another factor has been 
the over-all improvement in the standard of liv- 
ing—shorter working hours, more time for leisure 
and recreation, slum clearance programs, me- 
chanical household aids and improved foods. 


Eaton Believes Physicians Can Save 
Mankind from Nuclear Annihilation 


Cyrus EATON, Cleveland industrialist and the 
self-styled proponent of rapprochement between 
East and West who has been wooed by Soviet 
Premier Nikita Khrushchev, believes that physi- 
cians may be able to save mankind from nuclear 
annihilation. 

Speaking at the 50th annual banquet of the 
80-year-old Hippocratic Society of the University 
of Western Ontario, London, Canada, Mr. Eaton 
said this sphere is where the greatest outside ob- 
ligation and opportunity of physicians lie. 

He said so-called pure scientists, who possess 
the full knowledge of the atom and its awful 
capacity for misuse, have not succeeded in per- 
suading the public of the mortal peril in which we 
live—in fact, neither have the clergy. 

The aging Mr. Eaton told his Canadian audi- 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Lifts depression...as it ‘calms anxiety! 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine -barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


Acts swiftly -— the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver Gamage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


“Deprol* 
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ence that he hopes physicians will take up the 
crusade for man’s new control of the forces of na- 
ture for the common good instead of universal 
destruction. He suggested this is a duty suited to 
physicians because of the unique position of trust 
and respect which they occupy in their home com- 
munities. 


British General Practitioners Asked 
To Share Recent NHS Pay Increase 


BRITISH general practitioners in the National 
Health Service are being asked to share back pay 
and current increases with their partnership as- 
sistants. 

The increase—$30 billion in back pay and gen- 
eral increases of $28 billion—was recommended 
by the Royal Commission on Doctors Pay last 
year and accepted by the British Medical Asso- 
ciation. 

Recently, the BMA sent a letter to all local 
medical committees reminding them that the 
royal commission wants the increases to go to all 
general practitioners—not only principals in part- 
nership, but partnership assistants as well. 

Assistants, generally young and recently quali- 
fied physicians, are employed under salary from 
the principals and changes in payment are the 
responsibility of the principals, not of the British 
Government. 

The BMA’s General Medical Services Com- 
mittee says the obligation of the principals to 
their assistants “though not legally enforceable, 
nevertheless exists.”” It believes that assistants 
should receive not only a share in the retroactive 
payment, but also an increase in current remu- 
neration. 

This matter of sharing pay increases is but one 
facet of the medical picture in Britain. Late in 
February, the House of Commons—after bitter 
Labor opposition—approved higher charges for 
patients under the National Health Service. 
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Medical News in Small Doses: 


Academy members from Kentucky hold key 
posts in the Kentucky State Medical Association. 
Dr. Gaithel L. Simpson of Greenville is president- 
elect, Dr. J. M. Stevenson of Brooksville, for- 
merly vice chairman, now heads KSMA’s board 
of trustees and Dr. Wyatt Norvell of New Castle 
is the new vice chairman of the board .. . A $1 
million grant from W. H. Kellogg Foundation 
apparently has assured a second medical school 
for Connecticut. The money goes to the Uni- 
versity of Connecticut to establish a two-year 
basic science medical school in Hartford. The 
grant is part of an estimated $2.5 million which 
university officials say is coming from private 
grants ... New head of Hawaii Plantation Physi- 
cians Association is Dr. Patrick Cockett, AAGP 
member from Kealia, Kauai, Hawaii. . . Pennsyl- 
vania Member Roland A. Loeb of Lancaster is 
president of the Pennsylvania Division of the 
American Cancer Society . . . Dr. Patricio Tan, 
president of the Philippine Medical Association 
of America that reportedly represents about 
2,000 Filipino interns and residents in this coun- 
try, has led opposition to the American hospital 
plan of hiring noncertified physicians as techni- 
cians until they can take the April qualifying test. 
His argument has been that, “It’s like a major 
league ball player being shipped to the minors. 
After all, it is up to the hospitals to give better 
training programs.” ... Health Insurance Insti- 
tute believes that competition among health in- 
suring organizations will intensify during 1961 
leading to new and better health coverage for the 
public. At the end of 1960, 132 million Americans 
had health insurance . . . This month, Dr. Robert 
Fonner of Chicago will represent the Academy at 
a conference aimed at standardizing the identifi- 
cation of the causes of unconsciousness . . . Dr. 
Paul S. Read of Omaha, Neb., member of the 
AAGP Board of Directors, was recently elected 
to the City-County Health Board. 
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News from the State Chapters 


New Jersey chapter’s congress of delegates, meet- 
ing during the state’s ninth annual scientific 
session, went on record as favoring matching 
federal-state funds for medical care of the aged 
rather than through the Social Security program. 

The delegates further stated that, “If, after 
concentrated efforts on the part of the states this 
plan proves inadequate, then a future plan will be 
considered. Be it known that the medical profes- 
sion yearly provides many millions of free medical 
care.” 

Another action during the January 13-14 meet- 
ing in Atlantic City was the election of officers. 
Dr. Philip D’Ambola of Harrison is the new 
president-elect; Dr. George C. Parell of Newark, 
vice president; Dr. Edward M. Coe of Cranford, 
secretary, and Dr. Louis Kosminsky of West 
New York, treasurer. Dr. A. Guy Campo of West- 
ville is the incoming president, succeeding Dr. 
Benedict B. Scasserra of Princeton. 





Retiring President Honored—Dr. Benedict C. Scasserra 
received the past president’s key from’ his successor, Dr. A. 
Guy Campo, new president of the New Jersey chapter. Shown 
from left are: Drs. George C. Parell, vice president; Scasserra; 
Edward M. Coe, secretary; Campo, and Harry P. Goodman, 
chairman of the annual meeting and a member of the board 
of directors, 
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The scientific portion of the meeting, held at 
the Traymore Hotel, concerned practical endo- 
crinology. Included on the program were Drs. 
Joseph J. Rupp, Jefferson Medical School, Phila- 
delphia; Herbert Pollack, New York University 
Postgraduate School of Medicine, New York 
City; Thomas F. Frawley, Albany Medical Col- 
lege of Union University, Albany, N.Y.; Cor- 
nelius E. Sedgwick, Lahey Clinic, Boston, and 
Walter L. Herrman, Yale University School of 
Medicine, New Haven, Conn. A 10 minute ques- 
tion and answer period followed each lecture. 

The meeting was held during “Family Doctor 
Week” in New Jersey which had been proclaimed 
earlier by Governor Robert Meyner. 

For the doctors’ wives, a Greyline bus tour 
of Fischers Florist, Lenox China, and Renault 
Winery Champagne Company was of special 
interest. 

e Dr. Marjorie E. Conrad of Wilmington, Del. 
who was named president-elect of the Delaware 
chapter during its ninth annual meeting, will be- 
come the first woman to head the organization 


Delaware Officers—Dr. Marjorie Conrad (second from 
left), the new president-elect of the Delaware chapter, is shown 
with fellow officers at the annual banquet which was held in 
Hotel duPont’s Gold Ball:2:0m. Left to right are: Retiring 
President Harry Taylor, Dr. Conrad, President Joseph J. 
Davolos, Treasurer Mildred E. Forman and Secretary Frank 
W. Baker, Jr. 
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Virginians Plan 1961 Meeting—Gathered for a planning 
session are members of Virginia chapter’s 1961 annual meet- 
ing program committee. Shown to the immediate right of 


when she succeeds Dr. Joseph J. Davolos of 
Wilmington next year. 

Other new officers installed during the Decem- 
ber 9-10 meeting in Wilmington were Drs. 
William D. Shellenberger of Wilmington and 
Glenn Van Valkenburgh of Georgetown, vice 
presidents; Frank W. Baker, Jr. of Wilmington, 
secretary, and Mildred B. Forman of Wilming- 
ton, treasurer. Dr. Harry Taylor of Wilmington 
is the retiring president. 

Dr. George T. Pack of Cornell Medical School; 
Dr. Wesley W. Bare of Methodist Hospital, 
Philadelphia; Dr. Seymour H. Rinzler of the 
New York City Department of Health, and Dr. 
Robert S. Morrison of Harvard University Medi- 
eal School spoke during the scientific portion of 
the meeting held at the Delaware Academy of 
Medicine. 
® Plans are rapidly being completed for Virginia 
chapter’s annual meeting in Washington, D.C. 
next month. (See cut.) 

Two of last year’s most popular speakers, Dr. 
Perry S. MacNeal of Philadelphia and Dr. James 
Peter Murphy of Washington, D.C. have been 
invited to the May 11-14 meeting. They will 
take part in the scientific sessions to be held at 
the Sheraton Park Hotel in Washington. 

The Virginia Diabetes Association will present 
Friday morning’s program entitled ‘‘How to Find 
and Treat Early Diabetics.” 

A symposium on low back pain is scheduled for 
Friday afternoon. Dr. Murphy will speak on the 
neurosurgical aspects of low back pain; Dr. Alfred 
R. Shands, Jr. of Wilmington, Del., the ortho- 
pedic aspects; Dr. Robert A. Ross of Chapel Hill, 
the gynecologic aspects, and Dr. MacNeal, the 
psychosomatic aspects. 

A full-day program presented by physicians 
from the National Institutes of Health, Bethesda, 
Md. will be held on Saturday. Dr. Robert M. 
Farrier, assistant director of the NIH Clinic 
Centers, will have charge of the program which 
includes the following subjects: NIH and the 
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Mrs. Louise Greiner, executive secretary of the Virginia 
chapter, is Dr. Thomas L. Lucas, general chairman for the 
May 11-14 meeting in Washington, D.C. 


Clinical Centers in Their Relationship to the 
Medical Community; The Common Cold; Man- 
agement of Arthritis; The Present Status of the 
Management of Hypertension; The Future of 
Pathology in Modern Medicine; The Use and 
Abuse of Tranquilizers. 

Dr. MacNeal will once again act as moderator 
in a Sunday morning panel on Medicine and Leg- 
islation. The Hon. Thomas B. Curtis, Republican 
member of the House of Representatives from 
Missouri and an avid supporter of free enter- 
prise, will appear on the panel. 

Dr. Thomas L. Lucas of Alexandria is general 
chairman for the meeting. 





Student Lectures at MCV—In an effort to encourage medical 
students to enter general practice, junior medical students 
at Medical College of Virginia were invited to hear two out- 
standing Virginia chapter members discuss general practice. 
Dr. Frank D. Daniel is shown addressing the group. 





Dean Maloney Supports Program— Dr. William F. Maloney 
(second from left), dean of MCV’s School of Medicine, dis- 
cusses the student lecture series with Drs. R. G. McAllister 
(far left), W. J. Hagood, Jr., (second from right) and Frank 
D. Daniel. 


211 

















212 





The athlete in intensive training may eat six or 
more eggs for breakfast; the middle-aged patient 
recovering from a heart attack may be advised 
to confine his intake to one or two a week or to 
eat none. Where then, between these extremes, 
do eggs fit in day-to-day eating and in dieto- 
therapy? 

In the normal diet, eggs as the heart of a 
traditional American breakfast, as the main dish 
of a hearty luncheon or supper, as garnish for 
vegetables and salads, or as ingredients in cook- 
ery, provide many essential nutrients: protein 
of unexcelled quality, a significant amount of 
polyunsaturated linoleic acid, and needed vita- 
mins and minerals. 


In dietotherapy, when the need to maintain 
adequate nutrition is paramount, eggs are given 
an important place in many diets. The impor- 
tance of their nutritional value and the ease with 
which they are digested are reasons why eggs 
are retained in the diet, even when reduced fat 
intake is recommended. 


Two Eggs Provide:* 


Prateln..cccccccccccccccs 13 Gm. 
Carbohydrate........+++. 1 Gm. 
Fats (total lipids). ........ 12 Gm. 
Fatty acids 

Saturated (total).... 4 Gm, 

Unsaturated 
Oleic acid......... 5 Gm. 
° Linoleic acid....... 1 Gm. 

f Vitamins present: A, D, E, K, B,, Bo, Be, Bis, 


pantothenic acid, niacin, folic acid, biotin. 
Minerals present: Calcium, phosphorus, so- 
dium, potassium, chlorine, sulfur, iron, iodine, 
manganese, magnesium, zinc, copper. 


*U. S. Department of Agriculture Home 
and Garden Bulletin No. 72, Sept. 1960. 


eae 


The nutritional statements made in this advertise- 
ment have been reviewed by the Council on Foods 
and Nutrition of the American Medical Associa- 
tion and found consistent with current authorita- 
tive medical opinion. 





Poultry and Egg National Board 


8 South Michigan Avenue, Chicago 3, il. 
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Elsewhere in Virginia, for the second consecu- 
tive year, junior medical students of the Medical 
College of Virginia in Richmond have been in- 
vited to hear lectures on medicine as practiced 
by the well-trained family doctor. 

Presented by Academy members, the lectures 
were followed by question and answer periods. 
Speakers have included Dr. William J. Hagood 
of Clover and Dr. Frank D. Daniel of Charlottes- 
ville. (See cuts on preceding page.) 
® “Office Management of Emotional Disorders’ 
is the subject of Illinois chapter’s third seminar 
discussion course. Being held two mornings a 
month at the Lutheran General Hospital in Park 
Ridge, Ill., the informal discussions started in 
February and will continue until June. Dr. 
Samuel Liebman, clinical assistant professor of 
psychiatry at the University of Illinois College 
of Medicine, is moderating the sessions. 
® Dr. Lionel D. Lavoie of Manchester was named 
president-elect of the New Hampshire chapter 
during its annual meeting in Concord. 

Dr. Samuel E. Paul of Troy became president 
succeeding Dr. Reginald F. DeWitt of Plymouth. 
Other officers selected at the December 7 meet- 
ing were Drs. Anthony D. Bower of Concord, 
vice president; William F. Putnam of Lyme, sec- 
retary, and Lee Klinger of Rochester, treasurer. 

The growing problem of medical care for the 
aged was discussed during the scientific session 
by Dr. George M. Warner of Albany, N.Y., 
director of chronic diseases and geriatrics, New 
York State Department of Health. His address 
was entitled, “The Medical Management of 
Elderly Patients.” 

Dr. Richard R. Chamberlain of East Orange, 
N.J., regional representative of the AAGP 
Commission on Hospitals, was among the other 
speakers. 
® Dr. Stuart Roberson of Hazelwood was in- 
stalled as president during North Carolina chap- 
ter’s 12th annual meeting in Pinehurst. Dr. 
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Illinois Board—TIIlinois chapter’s current board of directors 
are (seated left to right) Drs. Stanley K. Nord of Bloomington, 
Robert L. Holcombe of Highland, Bertram Moss of Chicago, 
Maynard Shapiro of Chicago, John C. Smith of Riverside, 
J. G. Gustafson of Moline, S. Y. Saltman of Chicago, and 
Norman Frank of Clarendon Hills. Standing left to right are 
A. I. Doktorsky of Chicago, Carl G. Sachtleben of Chicago, 
Carl P. Birk of Decatur, H. Marchmont-Robinson of Chicago, 
Robert Heerens of Rockford, Lloyd Kaiser of Champaign, 
Boyd McCracken of Greenville, Thomas Conley of Park Ridge, 
S. B. Nelson of Chicago, and Robert Fonner of Chicago. Not 
pictured are Drs. Harry Nesmith of Salem and Max Kling- 
hoffer of Elmhurst. 


Roberson succeeds Dr. Ralph G. Garrison of 
Hamlet. 

Also installed were Drs. William Adair of Er- 
win, vice president, and John Bender of Winston- 
Salem, secretary-treasurer. Dr. Fred Patterson 
of Chapel Hill was named president-elect. 

Symposia on chronic disease and aging, female 
diseases and pediatric problems were presented 
during the scientific sessions. 

@ During the December 12 meeting of the Tulsa 
(Oklahoma) chapter, Dr. L. E. Thompson was 
named president-elect. Dr. E. E. Smith is vice 
president and Dr. Joseph Salamy, secretary- 
treasurer. The president is Dr. Thomas Taylor. 
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Illinois Presidents Chart Course for 1960-61—Dr. J. G. 
Gustafson, Moline, president; Dr. John C. Smith, Riverside, 
immediate past president, and Dr. Maynard I. Shapiro, 
Chicago, president-elect, discussed plans for the coming year 
during Illinois chapter’s 13th annual meeting in Chicago. 
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FOR 
SAFE 
EFFECTIVE 
TREATMENT OF PSORIASIS 


RIASOL 


Clinically tested, safe and effective RIASOL offers maxi- 
mum assurance against recurrence and adverse reactions. 


RIASOL contains 0.45% Mercury chemically combined with soaps, 
0.5% Phenol, and 0.75% Cresol. Available at pharmacies or direct 
in 4 and 8 fluid ounces. Write for professional sample and 
literature. 


siejD Laboratories Dept. 104 


12850 MANSFIELD « DETROIT 27, MICHIGAN 
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Assembly News 


1961 Technical Exhibits 


EDUCATIONAL activities of Assembly registrants would not be complete without 
careful investigation of the technical exhibits to be shown April 17-20 in Miami 
Beach. These exhibitors, all carefully selected, and their representatives are 


eager to be of service to you. 


Abbott Laboratories 

Aeroplast Corporation 

Air-Shields, Inc. 

A. S. Aloe Company 

American Sterilizer Company 

The American Tobacco Company 

Ames Company, Inc. 

The Armour Pharmaceutical Com- 
pany 

Arnar-Stone Laboratories, Inc. 

Association of American Physicians 
and Surgeons 

Astra Pharmaceutical Products, Inc. 

Audio-Digest Foundation 

Ayerst Laboratories 


The Baker Laboratories, Inc. 

W. A. Baum Company, Inc. 

Baxter Laboratories, Inc. 

Beck-Lee Corporation 

Becton, Dickinson & Company 

Beech-Nut Baby Foods 

Best Foods Division, Corn Products 
Company 

Borcherdt Company 

The Borden Company 

George A. Breon & Company 

Brewer & Company, Inc. 

Bristol Laboratories, Inc. 

Charles Bruning Company, Inc. 

The Burdick Corporation 

Burroughs Wellcome & Co. (U.S.A.) 
Ine. 

Burton, Parsons & Company 


Cameron Surgical Instruments Com- 
pany 

8. H. Camp & Company 

Carnation Company 

G. W. Carnrick Company 

Central Soya Company, Inc. 
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Chattanooga Pharmacal Co., Inc. 
Chemico Laboratories, Inc. 
Chicago Pharmacal Company 
Chicopee Mills, Inc. 

The Chloraseptic Company 
Christian Medical Society 

Church & Dwight Company, Inc. 
Ciba Pharmaceutical Products, Inc. 
Clark and Clark 

The Coca-Cola Company 

The Columbus Pharmacal Company 
Coreco Research Corporation 
Crookes-Barnes Laboratories 


Edward Dalton Company, Division of 
Mead Johnson 

Davies, Rose & Company, Limited 

Davol Rubber Company 

DePuy Manufacturing Company, Inc. 

Desitin Chemical Company 

The Devereux Foundation 

The DeVilbiss Company 

Doak Pharmacal Co., Inc. 

Doho Chemical Corporation 

Dorsey Laboratories 

Duke Laboratories, Inc. 


Eaton Laboratories 

Eisele & Company 

The Emko Company 
Encyclopaedia Britannica, Inc. 
Encyclopedia Americana 

Endo Laboratories, Inc. 
Ethicon, Inc. 


Ferndale Laboratories 

First Texas Pharmaceuticals, Inc. 
C. B. Fleet Company, Inc. 
Florida Brace Corp. 

E. Fougera & Co., Inc. 

Fuller Pharmaceutical Company 





Geigy Pharmaceuticals 

General Foods Corporation 

Gerber Products Company 

Great Books of the Western World 
Grune & Stratton, Inc. 


Health Insurance Council 
H. J. Heinz Company 
Holland-Rantos Co., Inc. 
Hollister-Stier Laboratories 


Irwin, Neisler & Company 
Ives-Cameron Company 


The Jobst Institute, Inc. 
Johnson & Johnson 


Kellogg Company 

C. B. Kendall Company 

Key Pharmaceuticals, Inc. 
Kidde Manufacturing Co., Inc. 
Kimberly-Clark Corporation 
The Kinemometer Co. 

Knoll Pharmaceutical Company 
Knox Gelatine, Inc. 


Lea & Febiger 

Lederle Laboratories Division, Ameri- 
can Cyanamid Company 

Eli Lilly and Company 

R. J. Lindquist Company 

J. B. Lippincott Company 

Lloyd Brothers, Inc. 

Loma Linda Food Company 

P. Lorillard Company, Inc. 

The Lorvie Corporation 


McGraw-Hill Book Company, Inc. 
(Blakiston Division) 

MeNeil Laboratories, Inc. 

The Macmillan Company 

Maltbie Laboratories 
(Division Wallace & Tiernan) 

Marion Laboratories, Inc. 

Massachusetts Indemnity and Life 
Insurance Company 

S. E. Massengill Company 

Mattern X-ray Division, Land-Air, 
Inc. 

Mead Johnson Laboratories 

Medco Products Company, Inc. 

Medical Aids, Inc. 

Medical Case History Bureau 

The Medical Protective Company 

Merck Sharp & Dohme 

The Wm. S. Merrell Company 

Metro-Med, Inc. 

Miles Reproducer Company, Inc. 

Milex Products 

Miller Surgical Company 

Mine Safety Appliances Company 

Mission Pharmacal Company 

The C. V. Mosby Company 
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What is Missing 


From 900-Calorie Dietaries? 


MELOZETS* makes almost any weight reduction 


program more complete by providing bulk 


for appetite satisfaction and normal bowel function. 





Melozets has long been recognized as a useful 
and effective adjunct to low-calorie diets in the 
management of obese patients. The rationale is 
a simple one. A wafer or two of Melozets taken 
with a glass of water before meals supplies bulk 
as a mechanical means to overcome the empty, 
gnawing feeling to which chronic overeaters so 
easily surrender. Patients find Melozets actually 
helps make dieting easier. 


Especially Valuable with 900-Calorie 
Dietaries—Melozets and the new 900-calorie 
complete dietaries, taken together, can form 
the basis of a highly effective weight reduction 
program for many patients. Melozets is particu- 
larly valuable in such a regimen because it 
helps maintain physiologic balance. Melozets 
acts in much the same way as natural bulk 
foods, tending to encourage normal bowel 
function. Constipation is rarely a problem. 


Supplies Bulk—Melozets provides bulk in 
the form of methylcellulose which passes 
through the gastrointestinal tract in a physio- 
logic manner without interference with normal 
digestion and absorption. It is not absorbed by 
intestinal mucosa, nor broken down by intesti- 


nal enzymes. One wafer of Melozets, taken with 
a glass of water, provides approximately 200 cc. 
of bulk—about one-fifth the content of the 
average stomach. 


Tastes Like Graham Crackers— Patients 
readily accept Melozets as part of the diet be- 
cause it comes in such a convenient and pleas- 
ant-tasting form. The methylcellulose wafers 
are crisp and appetizing. They look and taste 
like graham crackers. Each wafer contains 1.5 
Gm. of methylcellulose in a wheat flour base 
together with sugars, salt and other flavors. One 
wafer is equivalent to 30 calories. 


Suggested Dosage — As an adjuvant in the 
management of obesity, one or two wafers of 
Melozets may be taken before meals or when 
hungry. Not more than eight wafers should be 
taken in any twenty-four hour period. In plan- 
ning the diet due consideration should be given 
to the caloric value of the wafers. To ensure 
adequate hydration of the methylcellulose, it is 
essential that a full glass of water or some other 
suitable liquid be taken with each wafer. 


Economical to Take—Melozets is supplied 
in one-half pound boxes, each box containing 
approximately 28 wafers. Thus the benefits of 
dieting with Melozets may be realized for only 
a little more than one dollar per week. 


Clinical trial supply promptly 
available on request. 


mEKcx)) CONSUMER PRODUCTS DEPT. 
MERCK & CO., INC. - RAHWAY, NEW JERSEY 
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Assembly News 


1961 Technical Exhibits (Continued) 


National Cash Register Company 
National Dairy Council 

National Live Stock and Meat Board 
Hermien Nusbaum and Associates 


Organon, Inc. 
Ortho Pharmaceutical Corporation 


Parke, Davis & Company 

Pepsi-Cola Company 

Personal Products Corporation 

Pet Milk Company 

Pfizer Laboratories 

Pharmacia Laboratories, Inc. 

Physical Medicine Division, Midwest 
Imports 

Pitman-Moore Company 

Plough, Inc. 

Wm. P. Poythress and Company, Inc. 

W. F. Prior Company, Inc. 

The Procter & Gamble Company 

The Purdue Frederick Company 

Puritan Compressed Gas Corp. 


Quaker City Pharmacal Company 


Ralston Purina Company 

Recordo-Med, Inc. 

Reed & Carnrick 

Rexall Drug Company 

R. J. Reynolds Tobacco Company 

The Rhinopto Company, Inc. 

Riker Laboratories, Inc. 

Ritter Company, Inc. 

A. H. Robins Company, Inc. 

Roche Laboratories (Division of 
Hoffman LaRoche, Inc.) 

J. B. Roerig & Company 

William H. Rorer, Ine. 

Ross Laboratories 


Sanborn Company 

Sandoz Pharmaceuticals 

W. B. Saunders Company 

Schering Corporation 

Schieffelin & Co. 

Julius Schmid, Inc. 

The Scholl Manufacturing Co., Inc. 
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G. D. Searle & Co. 

Sherman Laboratories 

Smith, Kline & French Laboratories 
Smith, Miller & Patch, Inc. 

E. R. Squibb & Sons 

R. J. Strasenburgh Company 

The Stuart Company 

Swift & Company 

Syntex Laboratories 


Tampax, Incorporated 
Taylor Laboratories Division, Dumas 
Milner Corporation 


Testagar & Company, Inc. 
Tru-Eze Manufacturing Co., Inc. 
S. J. Tutag & Company 


U. S. Vitamin & Pharmaceutical 
Corporation 

Unitox, Inc. 

The Upjohn Company 


VanPelt & Brown, Inc. 
The Vaponefrin Company 


Walker Laboratories, Inc. 

Wallace Laboratories, Inc. 
Wampole Laboratories 
Warner-Chilcott Laboratories 

The Warren-Teed Products Company 
The William A. Webster Company 
The Wesson People 

Westinghouse Electric Corporation 
Weston Laboratories 

Westwood Pharmaceuticals 

White Laboratories, Inc. 

Windsor Associates 

Winthrop Laboratories 

Wyeth Laboratories, Inc. 

Wynlit Pharmaceutical Company 


F. E. Young & Company 











The 5th Hahnemann Symposium 
Thursday, May 4, 1961, through Sunday, May 7, 1961 





Hypertension: Recent Advances 





...@ four-day symposium presenting a complete review of natural history, etiologic 
mechanisms, pharmacology and therapeutic aspects plus consideration of athero- 
sclerosis, catecholamine metabolism and newer agents affecting catecholamine 
release . .. by more than 60 internationally known specialists in this field. 

Approved for 28 hours of credit in category 1 by American Academy of General Practice. 





SHERATON HOTEL 

17th & Penna. Bivd. « Philadelphia, Pa. 
Send reservations to: 

Dr. Albert Brest, Symposium Director 
Hahnemann Medical College & Hospital 
230 North Broad St., Philadelphia 2, Pa. 


$25 registration fee per per- 
son for the four-day meeting. 
Daily luncheon and informal 
discussion groups $15 (op- 
tional). Total: Meeting and 
Luncheons $40. 
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NU-LIFT 





Scientifically 
designed pre- and post-natal 
SUPPORT... 





helps relieve the pressures 
and discomforts of pregnancy 


NU-LIFT MATERNITY GIRDLE No. 1000. Exclusive shoul- 
der strap design gives natural “hammock” support to 
distribute added weight as fetus develops. Especially 
beneficial for multi-parous patient with weakened ab- 
Compiaed upeemee. hee: — | mag nnn hy a 
repla y post- panel for suppo: r 
normal delivery; also following Guan section. 
About $16.50. 
DROP-CUP MATERNITY & NURSING BRA No. 722. For 
firm, healthful, comfortable support from second 
month on. Flannel-lined cups. About $3. 
These garments recommended and prescribed by doc- 
ws, tors. Expertly fitted in better de- 
partment and specialty stores. 
FOR YOUR EXPECTANT PATIENTS! 
Nu-Lift offers to doctors and their 
nurses a free supply of new 16-page 
“Dates 'n Data Appointment Book’’ 
for distribution to expectant mothers. 
This booklet contains pertinent facts 
and may be used for keeping handy 
i records. Write for a sample copy. 
NU-LIFT « 358 Fifth Avenue, New York 1, New York 
or 6442 Santa Monica Boulevard, Hollywood, California 
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Assembly News 


Scientific Lecture Program 


APRIL 17-20, MIAMI BEACH, FLORIDA 








Hour MONDAY *® April 17 





9:00-9:30 A.M. REGISTRATION 


BEGINS 8:30 A.M. 


OPENING OF SCIENTIFIC 
AND TECHNICAL EXHIBITS 
5, Ay SEE MER 9:00 A.M. 


OPENING OF PROGRAM 
WELCOMING SPEECHES 
1:00 P.M. 


Economics of Medicine, Today 
and Tomorrow 
J. S. DETAR, M.D., 
Moderator 
EDWIN VINCENT ASKEY, M.D. 
Mr. HOWARD HASSARD 
Mr. WALTER P. REUTHER 


2:30-3:00 P.M MR. ROGER FLEMING 
Mr. CONRAD COOPER 

3:00-4:00 P.M RECESS FOR EXHIBITS 

4:00-4:30 P.m Economics of Medicine 
Panel Discussion 

4:30-5:00 P.m 

Evening DELEGATES’ DINNER 





Volume XXIII, Number 4 GP 


STAT 








— 


HIRTEENTH ANNUAL SCIENTIFIC 


ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 








TUESDAY *April 18 


WEDNESDAY ® April 19 


THURSDAY * April 20 





The So-Called “Simple Hernia” 
J. A. GLASSMAN, M.D. 





Delayed Sequelae of Upper G.I. Surgery 
ALTON OCHSNER, M.D. 


What Price Hormones 
EDWARD H. RYNEARSON, M.D. 


Physical Diagnosis 
Louis A. M. KRAUSE, M.D. 





RECESS FOR EXHIBITS 





Trauma of Extremities 
BERNARD P. HARPOLE, M.D., 
Moderator 
LENOX D. BAKER, M.D. 
ARNOLD GRISWOLD, M.D. 


What to Do About Vaginitis 
WILLIAM F. GUERRIERO, M.D. 


The Female Hormones 
ROBERT B. GREENBLATT, M.D. 


Adnexal Disease 
ISADORE DYER, M.D. 
RECESS FOR EXHIBITS 


Emergencies in the First Stage of Labor 
DENIS CAVANAGH, M.D. 


Radiation and Pregnancy 
Compr. THomas B. LEBHERZ, MC, USN 


Effects of Exercise on Cardiacs 
HERMAN K. HELLERSTEIN, M.D. 


Can You Diagnose Cancer? 
EMERSON DAY, M.D. 


Nonsurgical Treatment of Cancer 
Davip A. KARNOFSKY, M.D. 


Living with Cancer 
MALCOM PHELPS, M.D. 


RECESS FOR EXHIBITS 


Dermatology in Your Office 
LEON GOLDMAN, M.D. 


Tumors of the Skin 
RICHARD D. BRASFIELD, M.D. 


PRESIDENT’S RECEPTION 


Common Ear Problems 
LESTER A. BROWN, M.D. 


Surgery of the Nasopharynx 
FREDERICK T. HILL, M.D. 


RECESS FOR EXHIBITS 


Adolescence: Its Perspectives and 
Problems 
GOODRICH C. SCHAUFFLER, M.D., 
Moderator 
GEORGE A. CONSTANT, M.D. 
EDWARD M. LITIN, M.D. 


LECTURE PROGRAM 
ENDS 12:00 NOON 


EXHIBIT HALLS CLOSE 
12:30 P.M. 
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Assembly News 


Schedule of Events 


ANNUAL SCIENTIFIC ASSEMBLY—MIAMI BEACH, FLORIDA 














Day and Date Time Event 
Friday, April 14 9:00 A.M. Board of Directors Meeting 
8:00 P.M. Nominating Committee 
Saturday, April 15 7:30 A.M. Reference Committee Chairmen Breakfast 
8:00 A.M. Nominating Committee Breakfast 
9:00 A.M. Rules Committee 
9:00 A.M. Nominating Committee Hearings 
9:00 A.M. Delegates’ Registration 
9:00 A.M. Ladies’ Registration and Hospitality 
12:15 P.M. Joint Luncheon Meeting: Board, 


Local Arrangements Subcommittee 
Chairmen, Scientific Assembly Committee 


2:00 P.M. Congress of Delegates Convenes 
7:00 P.M. Three Reference Committee Meetings 
Sunday, April 16 7:30 A.M. Committee on Scientific Assembly 
Breakfast 
8:00 A.M. State Chapter Editors Committee 
Breakfast 
9:00 A.M. Three Reference Committee Meetings 
9:00 A.M. Ladies’ Registration and Hospitality 
10:00 A.M. Exhibitor Registration 
10:00 A.M. General Registration 
2:00 P.M. Congress of Delegates 
5:30 P.M. Three Reference Committee Meetings 
Monday, April 17 7:30 A.M. Committee on Scientific Assembly 
Breakfast 
8:30 A.M. General Registration 
8:30 A.M. Three Reference Committee Meetings 
9:00 A.M. Congress of Delegates 
9:00 A.M. Ladies’ Registration 


Place 





Eden Roc 
Eden Roc 


Fontainebleau 
Eden Roc 
Fontainebleau 
Eden Roc 
Fontainebleau 
Eden Roc 
Fontainebleau 


Fontainebleau 
Fontainebleau 


Eden Roe 
Eden Roc 


Fontainebleau 
Eden Roc 
Convention Hall 
Convention Hall 
Fontainebleau 
Fontainebleau 


Eden Roc 


Convention Hall 
Fontainebleau 
Fontainebleau 
Eden Roc 


(Continued on next payt) 


—_ 
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Schedule of Events (Continued from preceding page) 


ANNUAL SCIENTIFIC ASSEMBLY—MIAMI BEACH, FLORIDA 





Day and Date 





Monday, April 17 
(continued) 


Tuesday, April 18 





Time Event 
12:00 NOON Congress Recesses 
1:00 P.M. Scientific Assembly Convenes 
6:30 P.M. Delegates’ Reception Dinner and Dance 
8:30 A.M. General Registration 
9:00 A.M. Scientific Assembly 
9:00 A.M. Ladies’ Registration 
12:00 NOON Ladies’ Luncheon 
12:00 NOON Children’s Lunch and Party 
12:15 P.M. Century Club Mortgage-Burning 
Luncheon 
3:00 P.M. Mead Johnson Awards 
3:00 P.M. AAGP Foundation Trustees 
EVENING State Chapter Functions 


Wednesday, April 19 8:30 A.M. 


General Registration 


Place 





Convention Hall 
Fontainebleau 


Convention Hall 
Convention Hall 
Eden Roc 
Eden Roc 
Eden Roc 
Convention Hall 


Convention Hall 
Convention Hall 


Convention Hall 





9:00 A.M. Scientific Assembly Convention Hall 
9:00 A.M. Ladies’ Registration Eden Roc 
3:00 P.M. Ladies’ Tea and Fashion Show Fontainebleau 
3:00 P.M. Ross Awards Convention Hall 
7:30 P.M. Merck Sharp & Dohme Telecast Eden Roc 
8:00 P.M. Inauguration Ceremony Eden Roc 
9:00 P.M. President’s Reception and Ball Eden Roc 
Thursday, April 20 8:30 A.M. General Registration Convention Hall 
12:00 NOON Assembly Closes Convention Hall 
12:30 P.M. Board of Directors Meeting Fontainebleau 
Friday, April 21 3:00 P.M. Departure for Invitational Scientific 
Congress Aboard “‘Franca C”’ on 
pat) Caribbean Cruise 
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Annual Scientific Assembly 


The American Academy of General Practice gu s 


APRIL 17-20, 1961 
MIAMI BEACH, FLORIDA 


Assignments Will Begin on November 1, 1960. 


ALTHOUGH there is a large number of hotels in 
Miami Beach and a maximum of their rooms will 
be available for our Assembly, previous years’ at- 
tendance indicates all rooms will be assigned by 
March 1, 1961. But if you are unable to attend, 
cancel early so another member may have an 
opportunity to attend. 


REMEMBER: 
e Room assignments will be made in order 
received. 


e Reservation requests should be sent to 
the AAGP Housing Bureau, P.O. Box 
1511, Miami Beach, Florida. 


e No rooms available at the Eden Roc ex- 
‘cept those set aside for delegates and 
speakers. Delegates must make their 
own reservations although a block of 
rooms is reserved for them. A special 
form will be sent delegates of record. 


e Be sure to list definite arrival and de- 
parture time; names of all occupants of 
room. 


e The Congress of Delegates convenes at 


Application for Housing Accommodations 


FOR YOUR CONVENIENCE in making hotel reser- 
vations for the coming meeting of The Ameri- 
can Academy of General Practice on April 
15-20, 1961, in Miami Beach, hotels and their 
rates are listed. Use the form on the opposite 
page, indicating your first, second and third 
choice. Because of the limited number of sin- 
gle rooms available, you will stand a much 
better chance of securing accommodations at 
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iami 
each 


2:00 p.m., Saturday, April 15, at - the 
Eden Roc Hotel. 

Academy Headquarters for the scientific 
Assembly will be at the Miami Beach 
Auditorium. Scientific sessions open at 


1:00 p.m., Monday, April 17. —_—4 


Delegates’ registration at the hotel Sat- 
urday morning, April 15. Advance regis- 
tration for members at the hotel on Sat- 
urday afternoon, April 15, and Sunday, 
April 16; also at the Miami Beach Audi- 
torium on Sunday, April 16. Starting 
Monday morning, April 17, all registra- 
tion at the Miami Beach Auditorium. 

CANCEL EARLY if you cannot attend so 
another member may obtain a room. 


the hotel of your choice if you request rooms 
to be occupied by two or more persons. All 
reservations must be cleared through the 
housing bureau. All requests for reservations 
must give definite date and hour of arrival as 
well as definite date and approximate hour of 
departure. Names and addresses of all ss 
who will occupy rooms requested MUST be 
included. 
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Single Twin Suite 
+2, 36 1. Algiers 12.00 14.00-16.00  $2.00- 48.00 
=" 5 2. Atlantis 7.00 8.00-10.00 
8 3. Barcelona 10.00 10.00-14.00 30.00 
rg 16 4. Belmar 6.00 8.00-10.00 
4 11 5. Casablanca 9.00 11.00 
‘ 14 6. Crown 10.00 12.00-14.00  25.00- 45.00 
37 7. Deauville 12.00-20.00 
, 8. Delmonico 14.00-16.00 16.00-18.00 
3 9. Delano 8.00-10.00  10.00-14.00 
12 10. di Lido 8.00-10.00 10.00-14.00 24.00- 42.00 
28 11. Eden Roc 14.00-16.00 18.00-20.00 25.00- 74.00 
16 (Headquarters Hotel—No Rooms Available) 
. 12. Empress 8.00 10.00-12.00 
13. Fairfax 8.00-10.00 12.00- 14.00 
14. Fontainebleau 16.00-22.00 16.00-22.00 50.00-100.00 
(Also Headquarters Hotel—Limited Number of Rooms Available) 
15. Lucerne 9.00 10.00-12.00 25.00- 37.00 
16. Montmartre 12.00 14.00-18.00 
17. National 10.00 22.00 
18. Nautilus 9.00 10.00 14.00- 22.00 
19. President Madison 8.00 10.00 20.00 
2 20. Prince Michael 7.00 9.00 
‘ 20 21. Promenade 7.00 9.00 18.00 
4 22. Raleigh 8.00 10.00 
1 23. Rendale 5.00 6.00 12.00- 14.00 
21 24. Richmond 8.00 8.00 
40 25. Robert Richter 10.00 
41 26. Roney Plaza 10.00-14.00 12.00-16.00 30.00- 60.00 
26 27. Sagamore 10.00 12.00 18.00 
31 28. San Marino 8.00 10.00-12.00 24.00 
on 29. Sans Souci 12.00 12.00 
36 30. Saxony 12.00-16.00 12.00-16.00 30.00 
18 $1. Sea Gull 8.00 10.00-14.00 
34 32. Sea Isle 10.00 12.00-16.00 
22 33. Seville 12.00 14.00-16.00 30.00- 45.00 
13 34. Shelborne 10.00-12.00 — 14.00-18.00 — 32.00- 50.00 
24 35. Sherry Frontenac 8.00 9.00-11.00 
38 36. Shore Club 8.00 10.00-14.00 
ne 37. Sorrento 6.00-10.00 6.00-10.00 
39 38. South Seas 6.00 8.00 14.00 
LINCOLN 9 39. Surfcomber 6.00 8.00- 9.00 20.00- 30.00 
ROAD . 17 40. Surfside Plaza 8.00 10.00 
27 41. Traymore 7.00 9.00 
10 42. Versailles 10.00 10.00 








The above quoted rates are existing rates, but are, of course, 
subject to any change which may be made in the future. 



















APPLICATION FORM FOR HOUSING ACCOMMODATIONS 


AAGP Housing Bureau Please reserve the following accommodations 
P.O. Box 1511 for the AAGP Annual Scientific Assembly 
Miami Beach, Florida on April 17-20, 1961 in Miami Beach. 

EE ee Twin Bedded Room......................------ osc aceeeetnececceen 
I i cts na baenieemaban abeseniarspasan aos beempnsbonns rae he Rate: From $.............. __. ewes 
First Choice Hotel.............................. Second Choice Hotel.......................... Third Choice Hotel........................ 
Su IIIS OIE 625s, 2s | hr crumbnodpudaaaeindervoem ven ptecencstencn ein Eocene ceoenc MIR is cvcsvincescccoesnote P.M. 
RE ee TER ee ee TR EM OS ERT, Oe ae Ot ea eee P.M. 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of 
both persons for each twin bedded room requested. Names and addresses of all persons for whom you are 
requesting reservations and who will occupy the rooms asked for: 


If the hotels of your choice are unable to 
accept your reservation, the AAGP Hous- 


|) Td al ee Cen Ge Ae Ask Spite park CREE pee eo ing Bureau will make as good a reserva- 
Adin tion as possible elsewhere providing that 

SI ciasostenscniomsseincensancsaraceioctnsenstessaissisnevenbedssopcouneanabmeryseieoesnianne all hotel rooms available have not al- 
oe A ee ae NERC rewene es 2 ready been taken. 
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steps to 
motinerlnood 





point to 
nutritional 
guidance 


A CONTROLLED, 
DAILY DIET 


INCLUDING 


RICH, QUALITY PROTEINS... MEAT 


Meat is one of nature’s best sources of complete pro- 
tein. In addition, meat contributes important B vita- 
mins and significant amounts of essential minerals: 


iron, copper, phosphorus, magnesium and potassium. 





AMERICAN | MEAT | INSTITUTE 


MAIN OFFICE, CHICAGO ° MEMBERS THROUGHOUT THE NATION. 
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CONTINUED FROM PAGE 33 


On the Calendar 


* Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 





APRIL (continued) 

*28-29: Cleveland chapter, course in rheumatic and col- 
lagen diseases, Huron Road Hospital, Cleveland. (12 
hrs.) 

*28-29: Colorado chapter and the Pueblo County Medical 
Society, spring clinics, University Club, Pueblo. (4 hrs.) 

*30: Texas chapter, course in surgery, Parker Square 
Clinic, Wichita Falls. (5 hrs.) 


MAY 


*2: Nebraska chapter and the University of Nebraska Col- 
lege of Medicine, course in anesthesiology, University 
of Nebraska College of Medicine, Omaha. 

*3: Nebraska chapter and the University of Nebraska Col- 
lege of Medicine, Sixth Annual Trauma Day, University 
of Nebraska College of Medicine, Omaha. 

*4-6: New York University Post-Graduate Medical School, 
symposium on pediatric surgery, New York University 
Medical Center, New York City. 

*4-7: Hahnemann Medical College, symposium on hyper- 
tension, Sheraton Hotel, Philadelphia, Pa. (28 hrs.) 

6: Presbyterian Medical Center, course on problems in 
neurology and neurosurgery, Presbyterian Medical 
Center, San Francisco, Calif. (8 hrs.) 

*7: Texas chapter, course in surgery, Collin Memorial 
Hospital, McKinney. (5 hrs.) 

*7: Texas chapter, course in medicine, Pecos Country 
Club, Pecos. (5 hrs.) 

8-12: American College of Physicians, 42nd annual session, 
Americana Hotel, Miami Beach, Fla. 

8-12: American Psychiatric Association, annual meeting, 
Morrison Hotel, Chicago, IIl. 

10: Crime Laboratory, Department of Public Safety, the 
Medical Examiners State of Georgia and the Georgia 
Association of Pathologists, Medicolegal Workshop, 
Morgue, Grady Memorial Hospital, Atlanta, Ga. (7% 


hrs.) 
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10-11: American Cancer Society, Jackson County (Oregon) 
Unit, course on chemotherapy and x-ray treatment of 
malignant disease, Medford, Ore. (6 hrs.) 

10-12: Kentucky chapter, annual meeting, Kentucky 
Hotel, Louisville, Ky. 

*10-13: Pennsylvania chapter, annual meeting, Atlantic 
City, N.J. (12 hrs.) 

*11: University of Wisconsin Medical School, course on 
pathology and radiology of diseases of the chest, Wis- 
consin Center Building, Madison. (18 hrs.) 

*11-14: Virginia chapter, annual meeting, Sheraton-Park 
Hotel, Washington, D.C. (15 hrs.) 

12-13: Washington chapter, annual meeting, Davenport 
Hotel, Spokane. 

*13: Hunterdon County (New Jersey) chapter and Ameri- 
can Heart Association (Hunterdon County chapter), 
“Annual Review of Cardiac Surgery in Hunterdon 
County Patients,” Hunterdon Medical Center, Fleming- 
ton, N.J. (1 hr.) 

14-18: Illinois State Medical Society, annual meeting, 
Sherman Hotel, Chicago. 

*15-18: University of Kansas School of Medicine, course in 
surgery, University of Kansas Medical Center, Kansas 
City. (24 hrs.) 

*16: Tennessee chapter, course in dermatology commonly 
seen in general practice, Memphis. (1 hr.) 

16-18: Biennial Western Conference on Anesthesiology, 
Sheraton Hotel, Portland, Ore. 

18: Thompson, Brumm & Knepper Clinic, 12th annual 
Dr. F. G. Thompson Memorial Lecture, lecture on 
treatment of carcinoma of the breast, Clinic Building, St. 
Joseph, Mo. 

18-20: Mount Sinai Hospital of Greater Miami, 11th 
annual postgraduate seminar, Miami Beach, Fla. 

*18-20: Nevada chapter, annual meeting, Riverside Hotel, 
Reno. (12 hrs.) 

19-21: West Virginia chapter, annual meeting, Charleston 
Civic Center, Charleston. 

21: Presbyterian Medical Center, course on psychological 
problems in general practice, Presbyterian Medical 
Center, San Francisco, Calif. (8 hrs.) 

*21: Texas chapter, course in surgery, Vol’s Steakhouse, 
Amarillo. (5 hrs.) 

*23: Louisiana chapter, course in pediatric emergencies and 
diagnosis by inspection, Baton Rouge General Hospital, 
Baton Rouge. (2 hrs.) 

*24-27: Alaska chapter, Alaska State Medical Society 
meeting, Sitka High School, Sitka. (15 hrs.) 

*25-26: University of Oregon Medical School, course on 
allergy, University of Oregon Medical School Library, 
Portland. (15 hrs.) 


225 





226 





In peptic ulcer diets 
naturally nutritious oatmeal 





combines high protein with 
low stimulating 


power 


Quaker Oats 
and Mother's Oats 
are the same 


fine product. 


QUAKER = <* 
OATS MOTHERS 





Since Oatmeal provides the highest natural pro- 
tein content of any whole-grain cereal, it’s ideally 
suited as a dietary food in the management of 
peptic ulcers, especially because it is bland, non- 
irritating, and has low stimulating action. 

Among leading cereals, Oatmeal has the high- 
est natural B: content, and is especially high in 
iron and phosphorus, but low in sodium. 

One ounce of Quaker Oats provides the follow- 
ing percentages of adult M.D.R.: Thiamine 
(vitamin B:1) 16.5%, phosphorus 16.5% and iron 
11.0%. Each ounce also provides 110 calories, 


' and 16.7% protein, 6.9% fat, 62.4% carbohy- 
, drates, and 1.5% non-nutritive crude fiber. 


The Quaker Oats Company 


CHICAGO 54, ILLINOIS 


Volume XXIII, Number 4 





GP 











PRESIDENT KENNEDY has sent to Congress legis- 
lation to carry out his health program, but the 
House and the Senate are not expected to act 
upon all of it this year. 

Two of the President’s bills following up his 
health message covered medical education and 
federal grants for nursing homes and other com- 
munity health facilities. 

Kennedy also asked Congress for more money 
and authority to expand the federal programs on 
air and water pollution. He proposed that federal 
grants be increased to $125 million a year for 10 
years to help finance interstate water pollution 
agencies and to aid communities in construction 
of sewage treatment plants. 

A special unit would be established in the 
Public Health Service with responsibility for fed- 
eral air and water pollution programs. 

Kennedy stressed the importance of his medi- 
cal education bill. He described the measure as 
the keystone of his over-all health program. 

“We are not presently training enough (physi- 
cians) to keep up with our growing population,” 
he said. 

“Decisive federal action is necessary to stimu- 
late and assist in the establishment and expansion 
of medical and dental schools, and to help more 
talented but needy students to enter the health 
professions while bolstering the quality of their 
training.” 

Kennedy said that the United States “‘must 
have within the next 10 years substantial in- 
creases in enrollment in existing schools, plus 20 
new medical schools and 20 new dental schools.” 

This expansion is needed, the President said, 
not only to fulfill the requirements of the growing 
U.S. population but also “to help meet critical 
needs” in other key areas of the world. 

“But we not only (now) fall short of our goal to 
help those nations by exporting sufficient num- 
bers of doctors to provide the nucleus for a world 
health program,” he added, “we are actually the 
beneficiaries of more than a thousand physicians 
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a year who come from foreign lands to practice in 
the United States.” 

Federal scholarships up to $2,000 a year would 
be provided for medical and dental students un- 
der the bill. Scholarship funds would be allotted 
to schools on the basis of $1,500 times one-fourth 
a school’s enrollment after the program had been 
in effect four years. It would start with a school 
getting $1,500 for each of one-fourth of the newly 
entering students. Schools also could get $1,000 
per scholarship for operating expenses. 

The federal government also would put up $700 
million in matching funds over 10 years for con- 
struction of new schools of medicine, osteopathy 
and dentistry and expansion of existing ones. 

Kennedy said the other health bill was de- 
signed to increase substantially the number of 
nursing homes for long-term patients and to help 
increase the number and scope of home health 
care programs. 

The community health facilities bill included a 
provision to double the amount (from $10 million 
to $20 million) of federal grants each year for 
construction of nonprofit nursing homes. The 
minimum annual state allotment also would be 
doubled—from $50,000 to $100,000 a year. 

The Surgeon General of the Public Health 
Service would be given broadened authority in 
conducting research, experiments and demon- 
strations on development and utilization of hos- 
pital services facilities and resources, and other 
medical facilities. Federal grants also would be 
authorized to help finance such projects of states 
and other nonfederal agencies. 


AMA Accepts Broad Principles 


In a special statement, the American Medical 
Association announced support of “the broad 
principles and the general goals” of Kennedy’s 
health program except for his proposal to provide 
health care for the aged through the social secu- 
rity system.” 
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er Baby’s sak 





* aes 


pe Ce 


and Mother’s too% 
P aired for 
the right 


choice . 


for the formula-fed infant — gets both off to a 
smooth course of formula feeding 


matches mother’s milk 


1 in mineral balance 

2 in unsaturated fatty-acid content 
3 in carbohydrate pattern 

4 in amino acid pattern 


A PHYSIOLOGICALLY BALANCED, 
COMPLETE FORMULA FOR AN ALL-ROUND 
EASIER FORMULA PERIOD 


Standard Dilution: 
BREMIL Liquid—1:1 with water. BREMIL Powdered — 
1 level measure to 2 fl.oz. hot water. 


Supplied: Liquid—13 ft.oz. tins; Powdered—1 Ib. tins. 







LSOY- 


hypoallergenic soybean formula 
LIQUID 


for the milk-allergic infant — provides all com- 
ponents essential to normal growth and develop- 
ment 


“The total weight and length gains of normal 
infants receiving soybean milk (Mull-Soy) and 
evaporated milk formulae were similar, as were 
the patterns of weight and length increase.”* 
1 matches evaporated milk in formula flexibility 
(carbohydrate adjustment) 


2 rich in linoleic and other unsaturated fatty acids 
important to maintenance of skin integrity 

3 fortified with complete multiple vitamins; addition- 
al carbohydrate or iron may be added when indicated 
Standard Dilution: 

First day —1 part MULL-soy Liquid to 3 parts water. 
Second day—1 part MULL-soy Liquid to 2 parts water. 
Third day —1 part mMuLL-soy Liquid to 1 part water. 


Supplied: 15'4-fl.oz. tins. 


*Kay, J. L.; Daeschner, C. W., Jr., and Desmond, M. M.: 
Am. J. Dis. Child. 100:264, Aug., 1960. 


EAA PHARMACEUTICAL DIVISION, 350 Madison Avenue, New York 17, N.Y. 
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AMA Washington Report 


“We cannot support his proposal for hospitali- 
zation and nursing home care for persons over 65 
under social security,”’ Dr. F. J. L. Blasingame, 
executive vice president of the AMA, said. 

“In fact, after studying this section of the 
President’s plan, the AMA more strongly than 
ever reaffirms its support of the Kerr-Mills law. 

“The Kerr-Mills law, when properly imple- 
mented by all the states, will do far more for 
deserving elderly citizens of our country at far 
less cost than the unrealistic, limited, and co- 
ercive proposal to graft hospital and nursing 
home services onto the social security system.” 

An AMA survey showed that as of March 10, 
37 states and two U.S. possessions already had 
acted affirmatively toward implementing the 
Kerr-Mills law. Eleven other states had the pro- 
gram under study. 

Kerr-Mills programs had been started in eight 
states—Indiana, Kentucky, Massachusetts, 
Michigan, Oklahoma, Tennessee, Washington 
and West Virginia—Puerto Rico and the Virgin 
Islands. 

New Mexico and Maryland had submitted 
plans for approval by the Department of Health, 
Education and Welfare, and Mississippi was put- 
ting final touches on its plan. 

Implementation bills had been introduced in 
legislatures of 22 other states. Varying degrees of 
progress were reported in still other states. 

“The voluntary medical care plan became law 
only five months ago, but is being acted upon as 
rapidly as any grant-in-aid program in the na- 
tion’s history,” said Dr. E. Vincent Askey, AMA 
president. “This is evidence that the law offers 
a sensible, workable solution to solving the health 
care needs of our older citizens.” 


Other Washington Developments 


POLIO VACCINE SHOTS 


Physicians are urged to do their utmost to see 
that as many people as possible have been given 
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Salk vaccine shots before the summer polio season 
starts. 

The AMA, the U.S. Public Health Service and 
the National Foundation are cooperating at the 
national level in the “Babies and Breadwinners” 
polio vaccine campaign which is directed particu- 
larly at children and younger adults in the lower 
income groups. 

But Dr. Julian P. Price, Florence, S.C., chair- 
man of the AMA Board of Trustees, emphasized 
that success of the campaign depends on joint 
activity by state and county medical societies 
with local boards of health and voluntary health 
agencies. He was confident that the nation’s more 
than 2,000 medical societies would cooperate 
fully. 

Urging physicians to participate wholeheart- 
edly in the campaign, Dr. Price pointed out that 
“polio epidemics remain a serious threat’’ because 
of the large number of children and younger 
adults who have not been vaccinated. He added 
that the AMA—“contrary to recent reports”— 
still is strongly behind encouragement of the 
public to take Salk vaccine shots. The “recent 
reports” were stories in the Scripps-Howard 
newspapers. 

Dr. Luther L. Terry, Surgeon General of the 
PHS, said he shared “the sense of urgency” ex- 
pressed by the PHS Advisory Committee on 
Poliomyelitis Control as to “‘the need for intensi- 
fied efforts to immunize as many people as pos- 
sible before this year’s polio season.” 

He called particular attention to the commit- 
tee’s findings that “recommended dosage sched- 
ules may be modified to permit the administra- 
tion of three shots of Salk vaccine before summer 
to persons who have not as yet had any vaccine.” 

Dr. Terry also emphasized the need of im- 
munizing infants. 

Dr. Terry promised to continue liaison with the 
drug industry to hasten the availability of the 
Sabin live oral vaccine but it is not expected that 
it will be available in quantity this year. 
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